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1.0 Goal Statement
0%0&!'2 +ATUABO Ci Al EO O 0OO0OPPI OO0 +ATUABO A=a
control through a tiered county public health response that ensures high communigvel

viral suppression, reduces HIV infections across all populations, and accelerates national and
county government ownership.

Efficiency, county leadership, clientcentered service ddivery, root cause analysis, and
strong partnership will govern COP20 implementation. Resources will be prioritized based
on need, guided by the most updatedHIV estimates. The 40 counties receiving direct
support will be categorized into 3 clusters to gude the case finding approachhE CE j PBT II'q
medium (70-79%), and low ( <70%) antiretroviral (ART) coverage. Specific interventions
for ART scaleup will be driven by granular site-level data on burden, coverage, unmet
need, yield, linkage, and net ART growh. Analysis will also include a review of incidence
data to guide scale up for efficient and effective HIV prevention interventions including
pre-exposure prophylaxis (PrEP), Determined, Resilient, Empowered, AIDSfree,
Mentored, and Safe PREAMS), voluntary medical male circumcision (VMMC), and key
population s (KP) programs.

Working in collaboration with national and county governments, PEPFAR Kenya will

support implementation of key enabling policies for case finding, treatment, prevention,

orphans andvulnerable children (OVC), and health systens support. At the program level,

PEPFAR Kenya will build on successful ART scale up and viral load (VL) coverage and
suppression, as well as index testing for case identification to institute a road map toward

epidemic control and self-reliance. Persistentprogrammatic gaps such as low DREAMS

program completion rates, suboptimal retention and linkage to ART, attrition from care

for PBFW andhigh mother-to-child transmission (MTCT) of HIV, and poor performance

in some counties will be addressed. A public hedah approach to case identification,

OOEI EUET ¢ OAAAT AU OAOOET ¢ O AAZENXEKI AT AAOAGDHIE

PEPFAR Kenya continues to report improved VL suppression at 92% as of FY20 Q1.
However, there are still challengeswith poor suppression among children adolescents, and
young adults. COP20 will focus on improving suppression among these populations while
maintaining the successful strategies used in adults. PEPFAR will forge strongartnerships
with county governments so efforts can be focused on bringing back those lost to follow
up and improving retention of clients on lifelong treatment, including a focus on young
and healthy individuals who are at a higher risk of being lost to follow-up. Through root
cause analysis, thegprogram will employ both proactive and reactive measures to ensure
minimal missed appointments and rapid re-engagement into treatment for those falling
out, including appropriate redeployment of human resources for health (HRH) and use of
technology.

Preliminary results from the DREAMS Recency Study found younger adolescent girls and
young women (AGYW) (aged 1819 years) and noADREAMS patrticipants had a higher

3| Page



proportion of recent infection s among new HIV diagnosesompared to older AGYW (aged

20-24 years) and DREAMS participants. The study also demonstrated the feasibility of

AT T AOGAOET ¢ 1-10Rapid Rdcency® MAssay. In COP2@ational HIV recency
surveillance will be rolled out to all counties in phases by order of highest contributors to

HTS_POS and counties exhibiting a surge in new infections. Recency data will be
incorporated into data use and public health action planning at national, regional, and
AT 01 Ou 1 AGAIT 6 O OAOCAO DPOAOGAT OEIT AT A OAOOET

In order to sustain the gains made in the HIV epidemic response, PEPFAR Kenya will build
on systems investments at county level throughcollaboration between the County Health
Management Teams (CHMTs) and designatedcounty lead and systems support
implementing partners (IPs). Through this collaboration, county transition plans will be
developed to both enhance ownership and journey toward selfreliance. There will be
engagement at various levels to ensure recognition and regularization of communitylevel
cadresand formalization of task shifting and sharing standards.

To further support the national and county governments in their journey toward self-
reliance, PEPFAR Kenya will continue to engage all stakeholders to support efforteward
epidemic control. During planning for COP20 the stakeholders provided invaluable input
into the conceptualization, development, and implementation of the COP20 process as
well as during the quarterly PEPFAR Oversight and Accountability Response Team
(POART) and key techmical working group (TWG) meetings. Alongside exemplary
commitments by the Government of Kenya (GOK), Global Fund (GF), United Nations
family (UN), private sector, and civil society (CSOs) and faithbased organizations (FBOs),
we will continue to work c losely with all stakeholders during the implementation of COP20
to ensure that the complementary efficiencies and the priorities set forth in this Strategic
Direction Summary (SDS) lead to epidemic control.

2.0 Epidemic, Response, and Program Context

2.1 Summary statistics, disease burden and country profile

"AOAA 11 OEA al Yy DI bpOI ACGEIT AAT 66O6h +AT UAGO
are female and39% (185 million) of whom are children aged <15 years (KPHC, 2019). Adult
HIV prevalence is 4.9%, with substantial geographic variation ranging from 0.1%»n Garissa
County to 19.6% in Homabay county (KENPHIA, 2018). By September 2020, there will be
an estimated 15 million people living with HIV (PLHIV) , of whom 100,000 are children
aged <15 years (Spectrum/Naomi 2020 estimates). Females are disproportioedy affected,
with a prevalence more than double that of men, at 6.6% versus 3.1% respectively
(KENPHIA, 2018). In 2019, it was estimated that there were 40,825 new HIV infections,
representing an adult HIV incidence of 0.14% (KENPHIA2018) compared to (6% in 2012
(KAIS, 2012). AGYW aged 4B years contributed to 26% of all new HI\finfections. HIV -
associated mortality continues to decline, with an estimated 20,374 deaths due to HIV in
2019 Although both annual deaths among PLHIV and new HIV infections are decreasing,
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the incidence-mortality ratio is still >1 with greater new infections than deaths due to all
causes annually among people living with HIV (Figure 2.2).

Kenya has made significant progressoward HIV epidemic control. By the end of December
2019, there were 1.16 million PLHIV on ART nationally, of whom 1,137,111 were enrolled in
PEPFARsupported facilities (Figure 2.17). Community-level viral suppression among
adults aged 154 years was 72.9%, hile 79.5% of those who were tested positive knew
their HIV status, 96% of those with known HIV status were on antiretroviral treatment,

and 90.6% of those on HIV treatment had suppressed VL results (KENPHIA, 2018).
Comparatively, among children aged 014 years, 78.9% with HIV infection knew their
status, 93.2% of these were on ART, and 67.1% of children on ART had a suppressed VL
(Table 2.1.2)This cascade shows thatin Kenya, the biggest gap is in case identification
among all age groups and VL suppressn among children. Notably, there is substantial
variation in ART coverage across counties, ranging from 36% in Turkana county to 93% in
Nairobi county (Spectrum 2020 estimates).

COP20 will continue to build on the strength and strategies of COP19 t@ccelerate progress
toward HIV epidemic control. The overarching shift will be to tailor strategies based on
programmatic, survey, and Spectrum data, both by population andby county. The program
has tailored strategies to ensure that each county not onlyincreases ART coverage based
on the Spectrum 2020 estimates, but also stays on trajectoryoward community -level
suppression through client-centered approaches that not only keep recipients on care on
treatment but also meets them where they are with whatthey need

Service Delivery Shifts as Tailored to Cascade
Cascade Service Delivery Shifts
0 Implementation of a public health approach through recency and
casebased surveillance for high and medium ART coverage
counties
Testing and case o Continged efforts to optimize testing_ efficiency th_rough eligibility
identification ) screening as we_II as §ymptom a_nd_rlsmased_testmg
0 Robust emphasis on implementingindex testing through a
voluntary and rights-based approach (e.gensuring the 5 Cs:
consent, confidentiality, counselling, correct results, and
connection referral and linkage)
Proactive case management increasing HRH investment in linkage
Linkage to officers and repurposing some of the HIV testing services (HTS)
treatment counselors toproactively focus on linkage to treatment.
Proactive linkage of treatment of infants identified through EID
Shift in policy environment to enable recipients of care to have
options on multi -month dispensing (MMD) of up to 6 months
Increased external drug pickup options including through the
private sector

O«

O«
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6 Increased coverage of and support to responsive mobildigital

platforms that enhance retention through appointment reminders

building on existing MOH platforms

Engagement of local communities, FBOs, and networks to address

stigma and improve retention

Repurposing of HTS HRH investment for retention

Optimization of treatment regimens to more efficacious and

durable regimens:dolutegravir (DTG) for adults and children

>20kgs lopinavir/ritonavir ( LPV/r) for all children <20kgs

Engagement of local communities, FBOSs, local social servicesd

networks to address stigma and improve treatment coverage for

Viral load children and retention

suppression 0 Deliberate shift to ensure caregiver literacy for those with very
young children is in place and implemented with fidelity

6 Full scale implementation of peer-led interventions to increase VL

suppression among adolescents including Operation Triple Zero

(OTZ2), an assetbased innovation to empower adolescents to have

zero missed appointments, zero missed pills, and zero VL

(@]

O«

(@]

(@]

2.1.2 Maternal-to -Child Transmission (MTCT)

An estimated overall MTCT rate of 11% (Spectrum 2020 estimates) is unacceptable.
%l EIi ET AOEITT 1T &£ -4#4 jA-4#4qQ OAI AET O A ®AU
women attending first antenatal care (ANC 1) inFY19, 99% knew their HIV status and 98%

of those who were identified as HIV positive initiated ART. Early infant diagnosis (EID)
coverage improved due to enhanced poshatal HIV retesting and HIV -exposed infants
(HEI) identification at immunization clinic s. Of the 58,802 EID tests, 81% were tested at
the recommended age of < 2 months, 1,715 (2.9%) were identified PCR positive, and 87%
were linked to treatment.

Despite these good indicators, the estimated overall MTCT rate remains high at 11%
(Spectrum 2020 estimates). A review of program data indicategshat 50% of infant HIV
infections occurred in 7 high-burden counties, with lower MTCTs rate of ~9% (APR19). The
medium- and low-burden counties had higher MTCT rates but, overall, contributed to a
lower number of new HIV infections. Based on the Spectrum estimates, 91% of infant HIV
infections were due to mothers dropping off ART (47%, thus highlighting the importance
of improving retention in PMTCT programs), acquiring HIV infection during the
pregnancy a breastfeeding period (23%) or not initiating ART (21%). Based on the national
positive infant PCR audit, while only 30% of HIV positive pregnant or breastfeeding women
(PBFW) were newly diagnosed with HIV, they contributed 63%, of infant HIV infections
diagnosed in the EID program. Additionally, young women, those who did not attend ANC,
and those who started ART late (e.g. during the postnatal period) were all at increased risk
of MTCT. Understanding contextual factors and community engagement will be citical in
tailoring interventions in COP20.
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The program will continue to utilize the national eMTCT framework launched in 2017
which provides an opportunity to close these gaps in COP20. Specific strategies informed
by root cause analysis will be implemeated to improve retention and viral suppressionof
PBFW on ART as well as early identification and linkage to follow-up of HEI. This will
include strengthening referrals and linkage to OVC programs for additional support. In
addition, women at high risk of HIV infection including PBFW will be prioritized for
prevention interventions such as PrEP and layered DREAMS interventions. Improving EID
coverage will remain a priority in COP19, with an increased focus on early testip of HEI
who are aged <2 monthsthrough enhanced retention, post ANC 1 retesting and referral,
and HEI screening at immunization.1

2.1.3 Orphans and Vulnerable Children (OVC) and Children Living with HIV/AIDS
(C/ALHIV)

The 26% contribution of new HIV infections by females aged 124 years poses a threat to
+AT UAGO 1100 OAI OAAT A &EOOOOA OAOI OOAAg Ui OO0
geographically both to HIV burden and OVC unmet need Similarly, in response to the
COP20 guidance, of the total 711,471 OVC targetaged<17 yearsPEPFAR Kenyavill target
46% (330,813) of OVC with known risk factors with a comprehensive famibgentered case
management program. Beneficiaries with known riks include C/ALHIV, children of
PLHIV, HEI, children of female sex workers (FSW), survivors of sexual violence, and HIV
positive adolescent and young mothers. The program will also target 31% (216,000) boys
and girls aged 914 years with primaryHIV and violence prevention to mitigate the risks
using evidencebased materials and links to appropriate services. Further, 23% of atisk
adolescent girls will be reached with a comprehensive package of services through
DREAMS layering and integration with the OVC program. To ensure CLHIV receive
comprehensive support, the OVC program shall work with all the OVC implementing
partners to develop MOUs which link clinical partners and health facilities and strengthen
bi-directional referrals, joint case conferencing,age-appropriate disclosure, retention, and
adherence.

The comprehensive OVC program is resource intensive both in funds and time. It applies
family-centered approaches through systematic case plan management and outcomes
monitoring for OVC and their households using guidance and tools that are aligned to
benchmarks for OVC programming in Kenya. In COP20, the program will strengthen
relationships and coordination with the clinical partners to increase the proportion of
C/ALHIV on ART enrolled in the OVC program. Kenya has demonstrated steady
enrollment of C/ALHIV - from ~45,000 in APR19 to the current 57,000 (53%) of eligible
pediatric and adolescentspatients on ART - and anticipates enrolling at least 90% by the
end of FY21. Similarly, it is evidenthat C/ALHIV enrolled in the OVC program have better
VL suppression (88%).

The program began reporting on the correct denominator in FY19, based on MER Indicator Reference
Guide Version 2.3 FY19
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PEPFAR Kenya will ensure thatt00% of OVC IPs have Memoranda of Understanding
(MOU) with clinical facilities with clear roles and responsibilities and understand the OVC
program in their geographical coveragearea so thatOVC servicesare offered by local IPs
to facilitate cross-referrals and casemanagement. These MOUs will be put in place by
September 30, 2021 and will involve all IPs that receive OVidnding. COP20 will promote
shared confidentiality and consent to dispel fears among those declining to be enrolled in
the OVC program. In collaboration with the clinical facilities, PEPFAR Kenyavill promote
the use of linkage coordinators stationed especially in high volume sites to ensure no
eligible C/ALHIV has been missed out, especiallfhose patients who are newly identified .
PEPFAR Kenya willwork closely with comprehensive care centers CCQ and maternal
child health (MCH) and PMTCT clinics to ensure HIV positive caregivers(including
adolescents and young mothers with noradherence issues likely to affect C/ALHIV under
their care) are identified and tracked for better case managementCOP20 will support the
building of caregiver parenting skills, as well as skills with respect to thecare of HIV-
affected, infected, and exposed children and adolescentsCOP20 will further seek to
empower caregivers through evidencebased household and groupbased economic
strengthening interventions and links to existing social safety net programs and other
resources.

Funding gaps still exist to adequately support OVC service delivery both at national and
Al 01 6u 1 AGAT h AT A O OOPDPI OO AGEOOET esuti O OU
as county and subcounty Area Advisory Councils (AACs). In addition, there is weak
coordination of stakeholders both at national and county levels, leading to duplication of
efforts, poor reporting, and poor quality of services. All these pose chdénges to providing
comprehensive services within the constrained investment and fastracking transition of
OVC households from PEPFAR to sustainable support. PEPFAR will continue to support
county policies and strategies that allocate resources and invesient for at-risk OVC and
their families and promote their rights, protection, and welfare. PEPFAR Kenyathrough
collaboration between the concerned county authorities and the COP19 lead IPwill
develop county transition plans to ensure follow up and close monitoring of C/ALHIV in
the 14 counties that PEPFAR will be transitioning out of in order to ensure gins are
sustained beyond COP 109.

2.1.4 Adolescent Girls and Young Women (AGYW)

In order to address the continued high HIV incidence among AGYW, Kenya implements
the DREAMS program through the provision of evidenceinformed, age-appropriate
layered servces for HIV prevention, as well as prevention and response to violence among
AGYW aged 924 years. In COP20, the program will increase coverage within the current
DREAMS counties (Homabay, Siaya, Kisumu, Migori, Nairobi, Kiambu, and Mombasa)
aiming for 100% ward coverage so as to reach 321,491 AGYW. This is a 28% expansion from
an annual target of 252,000 in COP19. The program will strengthen completion of the
required layered primary and secondary package of services and expand implementation
to reach satuation of the at-risk and most vulnerable AGYW at the following levels: at least
75% saturation in Kisumu, Siaya, Homabay, Migori, and Mombasa; 50% saturation for
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Kiambu in view of reduced incidence and program implementation experience; and 60%
saturation in Nairobi to reflect an urban model. These levels also position the county for
75% saturation in COP21The PEPFAR DREAMS program will work closely with the
Ministry of Health, NAC, GF recipient partners, and other stakeholders to discuss and
explore existing opportunities for saturation and facilitate geographic expansion and
saturation.

2.1.5 Voluntary Medical Male Circumcision (VMMC)

Since 2017, Kenya has been working toward an ambitious annual target telieve VMMC
saturation in males aged 129 years while expanding services for boys aged -1@ years.
With the available evidence that conventional surgical circumcision among boys aged <15
years is associated with a higher risk of glans injuries and urethal fistula and confers distal
HIV prevention benefit, VMMC targets in COP20 will be limited to males aged P15years.
Based on historical performance and the number of circumcisions needed to achieve
saturation in the 1529-year age band, the national VMMCtarget will further decline; from
300,000 in COP18, to 200,000 in COP19, to 54,844 in COP20. In COP20, two VMMC focus
counties that have reached 90% male circumcision (MC) coverage in the 1B9-year age
band (Nakuru, Busia) will be transitioned out of PEPFAR support. Six counties with MC
coverage below 90% (Turkana, Kisumu, Homabay, Siaya, Migori, Nandi) will receive
comprehensive PEPFAR fundingNakuru and Busia will be transitioned out of PEPFAR
support by supporting the development of county transition plans to ensure gains are
sustained beyond COP19.

2.1.6 Key Populations (KP) and Priority Populations (PP)

+ATUAGO . AGETTAT 1)$3 AT A 34) #110011 001 COAI
categories of KP in Kenya: female sex workers (FSW), men who hagex with men (MSM),

the transgender population (TG), and people who inject drugs (PWID). In recognizing thar

HIV prevalence and incidence, along with their vulnerability and contribution to the

national HIV epidemic, Kenya has categorized fisherfolk and populations in prisons and

other enclosed settings as highrisk priority populations (PP) deserving tailor-made HIV
programming.

Over the years, KPsand PPs have had high HIV prevalence rates, ranging from estimates

of 18.2% among MSM, 29.3% among FSW, and 18.3% among PWID (IBBS, 2011). Fisherfolk
in the lake region of western Kenya constitute a PP with an estimated 23.4% HIV prevalence
(KEMRI Asembo Fishefolk IBBS, 2016). These demographic and epidemiological data are
summarized in Table 2.1.1 and Table 2.1.2 below.

In 2018, the first phase of a PEPFARInded size estimation activity led by NASCOP
provided updated estimates of KP sizes based on programntia mapping: 32,580 MSM
167,940 FSW, and 16,063 PWID. (NASCOP, KPSE phase | report, April 2019) A respondent
driven sampling (RDS) approach is being utilized in the ongoing Phase Il size estimate.
Since the estimates were based on the existing program rea¢c PEPFAR Kenya inferred 1%
of all men aged 154 years are likely to identify as MSM. This increased the PEPFAR Kenya
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MSM targets to 80,064 in the 24 priority sub-national units (PSNU) where the program is
intended to be implemented. Discussions are undemway between the KPCSOs the Ministry
of Health, USG agencies, and other stakeholders omtegrated biological and behavioral
surveys (BBS or other alternatives to provide current epidemiological data to improve KP
programing for epidemic control,

The PEPFARsupported KP program provides a comprehensive package of biomedical and
behavioral services for prevention, diagnosis, and treatment of HIV, sexually transmitted
diseases, and viral hepatitis. Despite availability of services, uptake remains subojtial,
largely because of stigmatization and criminalization of KP behavior. ART coverage
through KP-friendly services is estimated at about 50% in all three populations. To address
these gaps, PEPFAR invests in the sensitization of health workers and relaviaauthorities,
as well as KP community engagement approachesincluding funding of KP-led and
competent organizations to deliver services directly to community members and regular
CSO stakeholder engagement for program guidance. The KP program has beerdesigned
through ambitious targets and resource allocation with an intention of meeting the
95:95:95 goal by 2025.

In COP20, PEPFAR will continue working with the Ministry of Health to create an enabling
environment for KPs to access health services thnogh policy development and review
especially targeting the transgender community. In addition, PEPFAR will continue
building strong partnerships with the KP Consortium, and Trans* organizations through
structured periodic engagementsto ensure the KP program is owned and managed by KPs.
Achieving sustained epidemic control will be predicated on achieving optimal coverage of
clinical and prevention interventions as well ason strengthening the national sustainability
profile and leveraging transformative health systems investmentsPEPFAR will support the
KP Consortium to engage, sensitize, and strengthen the capacity of county and national
administrative instruments on KP-related health and human rights issues in an effort to
address te legal and structural barriers impacting the sustainability of KP program
achievements.

Key Population s led organization is a community-led organization led, run and
managed by either sex workers (SWs), gay men and other men who have sex witmen
(MSM), transgender people (TG), and people who inject drugs (PWID) who are
mostly disproportionately affected by HIV, stigma, discrimination, and threat of criminal
prosecution , violence , hostile environment and mental health.

Key Population s competent organization is a non-KP-led organization implementing
key populations programs. Such organizations or programs engage KP peer educators to
create demand for services and provide clinical services through dropn centers or through
government health facilities. KP-competent organizations have institutional mechanisms
for recruiting members of the KP community to specific positions within the program or
organization, For instance, at the International Center for Reproductive Health,
recruitment of community mobilizer positions and administrative assistant positions we
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specifically recruit members from the KP communities served (FSW, MSM and
transgender). All the organization's staff (all staff carders including support staff) undergo
sensitivity training for KP programming .

2.1.7 Pre-exposure prophylaxis (PrEP)

In COP20, PrEPwill be scaled up among AGYW and KPs while also expanéd to other
populations who are at increased risk of HIV. A total of 267,044 AGYW aged 124 years
will be targeted with PrEP information, education, and communication (IEC). An estimated
28,671 AGYW (aged 124 years) will be newly initiated on PrEP. Additionally, 23,632 FSW,
23,384 men aged 164 years who are at increased riskfcHIV acquisition, 9,956 MSM, 8,459
PBFW, 5,279 seraliscordant couples, 311 TG, and 310 PWID wallso be initiated on PrEP.
Key priorities will include integration of PrEP into mainstream health services provision,
orientation of facility staff, demand creation (use of champions, social media, IECs),
training, capacity building and mentorship, and data capture, monitoring, and reporting.
Community sensitization to reduce myths and misconceptions around PrEP and to
increase demand among all eligible populéions will also be enhanced.
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Table 2.1.1 Host Country Government Results

| Total <15 1524 25+ Source, Year
| Female Male Female Male Female Male
N % N % N % N % N % N % N %
Total Population 47,564,296 100 9,208,427 19 9,333,055 20 4,934,220 10 4,798,954 10 9,871772 21 9,415661 20 KNBS, 2019 Census Vol Ill
Spectrum 2020 estimates
0,
HIV Prevalence (%) 4.5 0.6 0.6 2.4 14 7.9 4.6 (total for 1549 years)
AIDS Deaths 20,374 2,126 2,232 1,380 1,272 6,231 7,136 Spectrum 2020 estimates
(per year)
Spectrum/Naomi 2020
# PLHIV 1,511,612 49,930 50,512 100,154 48,957 805,985 456,073 estimates (Projected to
Sep, 2020)
Spectrum/Naomi 2020
Incidence Rate (Yr) 0.11 0.21 0.08 estimates (Projected to
Sep, 2020)
New Infections (Yr) 40,825 Spectrum 2020 estimates
Annual births 1,405,222 Spectrum 2020 estimates
KENPHIA 2018 (% with 1+
0 . L :
% of Pregn_ant Women with at least 97.3 97.4 97.3 ANC visit during last
one ANC visit pregnancy up to 3 years
prior to survey)
Pregnant women needing ARVs 62,769 Spectrum 2020 estimates
Orphans (maternal, paternal, Spectrum 2020 estimates
double) 2,055,420 (©-17)
Notified TB cases (Yr) 84,711 3,808 4,398 6,058 8,902 20,061 41,484 | 84711 3‘3;0”2”(‘)'123 Program
% of TB cases that are HIV infected 26 14 15 16 8 42 25 | National T8 Program
data, 2018
% of Males Circumcised 917 90.4 92.7 | 2018 KENPHIA, overallis
for 1564,
Estimated Population Size of MSM* 84,277 2018 KP size estimate
MSM HIV Prevalence 18 2018 KP size estimate
Estimated Population Size of FSW 167,940 2018 KP size estimate
FSW HIV Prevalence 29 2018 KP size estimate
Estimated Population Size of PWID 16,063 2018 KP size estimates
PWID HIV Prevalence 18 2018 KP size estimate
Data presented are for
targeting purposes and
. 1 123,065 may not reflect actual
zlglssr;ergflsk 2. 85,273 size.
3.Uniform —ed services 200,000 Sources various
4.Military 3.108,000 including: Fisherfolk:
’ 4.30,000 FELTP AA 2011,
gﬁgivv\\ll zgigzlo‘i_ti 5.2,498,353 AGYW: KNBS 2019
: 9 6.2,234,644 Census
Others: NASCOP
KPSE Consensus Report
Estimated Priority Populations 33.8 Fisherfolk: IBBS 2018

Prevalence: Fisherfolk

among island fisherfolk,

*If presenting size estimate data would compromise the safety of this population, please do not enter it in this table. €itarces
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Table 2.1.2 9595-95 cascade: HIV Diagnosis, Treatment and Viral Suppression

. . . . . HIV Testing and Linkage to ART
Epidemiologic Data HIV Treatment and Viral Suppression Within the Last Year
Total . ) . Diagnosed - "
. . HIV Estimated ART Viral Suppression |Tested for Initiated on
POPI‘E";::L?;S'ZG’ Prevalence | Total PLHIV |  PLHIV O”(:)RT Coverage (%) ** HIV F‘fgs;'i% ART
(%) #) diagnosed (#) (%)* (#)**=* ek #)
(#) #)
-;:I)-g:)etjllation 47,564,296 3.2 1,511,612 1,338,445 1160479 77 91 10010348 185065 167922
1 =
Sgg’r‘;'a“on <1 18541482 0.6 100443 | 72,968 71516 67 79 716053 | 7107 7393
'\12251524 4,798,954 1.0 48,958 n/a 27,371 56 79 1020237 8632 6581
Men 25+ year§ 9,415,661 4.8 456,073 n/a 318,555 69 92 2169899 56241 53936
ye‘;rr';e” 15241 4,934,220 2.0 100,154 nla 62,376 61 79 1777483| 16771 24082
x\g';e” 25+ 9,871,772 8.1 805,985 nla 679,209 84 92 3127210 79148 75930
MSM 84,277 18 15,176 n/a n/a n/a n/a n/a n/a n/a
FSW 167,940 29 41,606 n/a n/a n/a n/a n/a n/a n/a
PWID 1,721 18 310 n/a n/a n/a n/a n/a n/a n/a
PP - Fisherfolk 123,065 34 n/a n/a n/a 77 84 n/a n/a n/a
*Estimated national ART coverage as of Dec, 2019.
** Program/survey VLS among patients on ART
***Tested for HIV excludes 1,199,466 women tested for HIV for PMTCT for which agdisaggregation not available, HIV positive excludes 17,166
women diagnosed through PTCT for which age disaggregation not available through DHIS.
Sources: Populationz 2019 Census, PLHIV Estimates spectrum estimates, On ARTz DHIS, JultDec 2019, viral sppressionz national VL
database Dec 2019, Testing and linkage DHIS KP population estimates by NASCOP
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Figure 2.1.3Updated National and Figure 2.1.4 Updated Trend of New
PEPFARTrend for Individuals Currently Infections and All -Cause Mortality Among

on Treatment PLHIV
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Figure 2.1.7 Epidemiologic Trends and Program Response in Kenya
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Figure 2.18 shows the HIV treatment growth by age/sex in order to pinpoint where there are
specific areas of intervention needed to maintain and grow the HIV treatment population.

Figure 2.1.8 Net change in HIV treatment by sex and age bands 2018 Q4 to 2019 Q4
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2.2 New Activities and Areas of Focus for COP20

In COP20, PEPFAR Kenya will continue to support the GOK and its partners to improve
client retention especially for men <30 years ofage on treatment, AGYW, and PBFW by
strengthening proven linkage and retention strategies . It will also prioritize VL suppression
through demand creation for VL testing and optimized use of VL results for patient
management, as well asmprove access toDolutegravir (DTG).

2.2.1 Strengthened Client Linkages for Retention

Retaining individuals on lifelong ART and bringing back to care those who are lost to
follow-up will be a key intervention for PEPFAR in COP2(Q(Figures 2.13, 2.14). PEPFAR
Kenya will work with communities, FBOs, and CSOs to trace those lost to followup and
relink and retain them on lifelong treatment, with a special focus on the young and healthy
individuals who are at a higher risk of being lost.

The majority of clients lost to follow -up have been those who are newly initiated on ART.
4EOOh A1l Al EAT OO OAOOEI ¢ DPi OEOEOA xEI T AA
handed over to initiate treatment. Pretreatment assessment will be done taletermine who

needs what type of supportand each client will be linked to services appropriately COP20

will strengthen treatment preparation sessions beyond the initial pre-ART session so as to

walk with clients through their first year of ART. Case mangement will be provided for all

new clients with an emphasis on those with special needs identified in the pretreatment

assessment

COP20 will support the engagement of youth mentors to act as case managers to their
peers. There will be a welldefined support system structure where issues beyond the ability
of the case manager may be addressed by trained counselors, clinicians, medical
consultants, and social workers. Periodic client satisfaction interviews will be done with
the aim of addressing clientspecific gaps in management and making the HIV treatment
program attractive to clients. COP20 will also support the employment of both proactive
and reactive measures to ensure minimal missed appointments and rapid rengagement
into treatment for those falling out. Use of technology with bulk SMS reminders and
Ushauri automated appointment and default tracing systems will be sustained.

In COP20, PEPFAR Kenya will supporimplementation of a private sector engagement
initiative which entails a decentralized drug distribution system to improve retention and
offer clients choices with respect to when and from where to collect drugs, with data
informing scale up. PEPFAR Kenya, through USAID, is leveraging Sustainable Financing
Initiative (SFI) funds to lay the groundwork for scaling up client-centered care and the
decentralization of drug distribution. SFI funding is currently being used in three counties
(Nairobi, Busia, and Kajiado) to determine the potential of private institutions as drug
distribution sites and their ability to serve as pick-up points. The pilot project is also testing
consumer interest across a range of indicators to beér understand how and where to
quickly start scaling up decentralized drug distribution in COP20. The Ministry of Health
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will play a key role ensuring effective supply chain management, data capture, and
reporting both for drugs and services.

COP20 will also support implementation of continuous quality improvement (CQI) and

root cause analysis, linked to appropriate response by partners. Prior research on people
lost to follow -up has shown health care worker attitudestoward HIV clients and perceived
maltreatment as stumbling blocks to retention. These issues are being addressed through
continuous health care worker training and monitoring on attitude change in collaboration

with CSOs. Return-to-care packages have been developed and will be primed for clients
previously disengaged from treatment who are returning The aim is to ensure the issues,
fears, and concerns that led to loss to followup are addressed as they restart their
treatment. Case management will be done for all clients returnirg to care with appropriate
AAOA 1T AT ACAOO AEI OAT O1 AAAOAOO ET AEOEAOAI

PEPFAR will also work to ensure there is adequate linkage between the facility and
communities for both data capture and referrals. Linkage registers and facility referal tools
will be used to track and facilitate follow-up alongside complementary support to develop
monitoring and evaluation instruments including ART distribution forms, fast -track forms,
and registers.

2.2.2 Differentiated Service Delivery Models for R etention

One of the proven strategies to retain patients is to expand differentiated care by frequency
of service. PEPFAR Kenya has been implementing differentiated service delivery models
since 2017, which has reduced the transaction costs f@atient travel to facilities, increased
peer support and community involvement, reduced workload for health workers, and
maintained and improved patient outcomes.

COP20 will strengthen differentiated service delivery models that respond to the needs of
clients, taking care of special subpopulations like older working men, schoolgoing
children, and young adults with flexible clinic operating hours. Clinic operating hours will
be extended beyond the 85 time period to open early and close late to serve poplations
working or in school during the official working hours. In addition, weekend clinics will be
operated to serve those busy or ouf-location during weekdays.

The facility fast track model is the most popular model of choice by clients on differentiated
care in Kenya. COP20 will support improving this model by minimizing time spent by
clients, setting a target of 30 minutes in and out of the facility. In high volume facilities,
drug dispensing booths will be established to ease the client flow andcongestion
experienced in these facilities during drug pick up days. Peer mentors will be mentored and
deployed in these booths to dispense the drugs and ease the strain on pharmacists.
Community ART groups will take HIV services closer to the clients ensring their life goes
on as uninterrupted as possible. Different community ART distribution models will be
implemented to give clients many options to choose what suits them. For youth,
distribution by their peers will be scaled up in all regions of the cauntry. PEPFAR Kenya
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program is already doing multi-month prescriptions and dispensing (MMD) . Discussions
have been initiated with the Ministry of Health to have a policy allowing up to six months
dispensing of ART and this is expected to be reflected in te 2020 ART guidelines due for
release in mid-year. As part of patientcentered care, treatment literacy will continue to be
offered to stable patients in differentiated models.

2.2.3 Promote Positive Health, Dignity and Prevention (PHDP) for Retention

In COP20, Kenya will intensify and scale up PHDP interventions and patient literacy to all
PLHIV aged >15 years and their caregivers at HIV clinical settings and in the community to
prevent onward transmission of HIV, as well as to maintain the health of @tients. PHDP
interventions will be delivered by health care providers, counselors, and peer educators.
Services will include risk reduction, sexuallytransmitted infection (STI) screening, family
planning (FP) counselling, pregnancy intention and assessmat screening to add to the
family planning services adherence and retention interventions, knowledge of status,
partner testing, disclosure counselling, as well as psychosocial support groups for all
PLHIV. Meaningful involvement of PLHIV (MIPA) to enhance adherence and retention will
be scaled up including peer models such as mentor mothers, adolescent and adult peer
mentors, PHDP and evidencebased medication adherence interventions such as
Operational Triple Zero (OTZ) at both facility and community lev els. Adolescents and

young people (AYP)agedP Yi UAAOO xEiI I OAAAEOA Al OE 1/ 4:

2.2.4 Viral suppression

PEPFAR Kenya continues to report improved suppression with overall viral suppression at
92% as of FY20 Q1. Across aggoups, clients aged >50 years have achieved the target
suppression of 95%, with adults aged > 25 years having suppression of 93%. Challenges
remain in suppressing children, adolescents, and young adults with suppression of children
aged 015 years and 184 years at 80% and 85% respectively. There is also varying
performance among counties: 3 counties have a suppression of less than 85%, 14 counties
have suppression of 866 to 90%, and 23 counties have suppression over 90%. The 3
counties with suppressionof less than 85% have similar characteristics being vast serarid
counties inhabited by highly mobile pastoralist communities. For COP20, focus will be on
improving suppression among children, adolescentsand young persons while maintaining

the successfll strategies used in adults to maintain suppression rates. COP20 will
strengthen access to VL testing and improve VL suppression through demand creation for
VL testing services and optimized use of VL results for patient managementThe program

will also transition to optimal DTG and LPVr regimen for children as one of the principal
strategies to improve VLS in children

2.2.5 Scale Up of Dolutegravir

As of the end of FY20 Q1, more than 500,000 PLHIV were receiving Dolutegravir (DGT) as
per the 2018 ARTguidelines and the July 2019 NASCORP circular that allowed for use of DTG
in women of reproductive age. These guidelines are currently under revision and DTG use
will be explicitly captured as part of the revision. In FY20/21, Kenya will continue to scale
up use of DTG per the WHO guidelines in combination with other appropriate treatment
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molecules. Kenya is already using DTGor the pediatric population and nevirapine phase
out is well under way with the very small number of clients currently on nevirapine
expected to transition to appropriate regimens by the start of COP20

2.2.6 Additional Areas of Focus for COP20

COP20 will continue to support nutrition assessment counseling andsupport (NACS) and
therapeutic feeding for severe acute malnutrition (SAM), cryptococcal meningitis
screening, and ART monitoring as per national 2018 guidelines. In addition, COP20 will
prioritize TB prevention and treatment through optimized TB screening, use of newer,
efficacious and shorter regimens such as 3HAmproved diagnosis using GeneXpert and
TB-LAM, and IPT among all eligble PLHIV. It will contribute to both pharmacovigilance
and HRH strengthening.

2.3 Investment Profile

The GOK remains committed to ending AIDS by 2030, making strategic investments in

health to maximize impact while increasing domestic resources to sustain the national

(Y671 )$3 OAODPI 1 OA8 4EA '/ +80 DOEI OEOEUAOGEIT i
universal health care (UHC) agenda will advance progress to ensure equitable and
affordable access to quality essential health services, particularly for the disadvantaged,

vulnerable, and poor in Kenya, including people living with or affected by HIV.

The current health financing landscape indicates an improvement in government financing
to the health sector. The proportion of total government budget allocation to health for
both national and county levels has started showing improvement at 9.2% in Kenya Fiscal
Year (KFY) 2018/19 after decreasing significantly from 7.8% before devolution in KFY
2012/13. However, oubf-pocket spending still remains a large source of health financing
(accounting for 32.8% of total health spending in 2015/16), placing vulnerable hoesolds
at greater risk of incurring catastrophic or impoverishing health expenditures (estimated
at 4.9% in 2015 down from 6.2% in 2013).

Funding to the health sector remains limited. The large proportion of government revenue
used to finance debts andwages, coupled with slow economic growth and demand from
other competing sectors, limit the expansion of health resources. The clamor for higher
wages by public sector employees resulting in ongoing nationwide health worker strikes
has contributed to the ballooning public wage bill (52% of government revenues in
KFY2017/18), leaving few resources to be used for health or other services.

While public sector contributions to HIV/AIDS have increased from 18.8% in KFY 2012/13

to 22.1% in KFY 2015/16, donors main the predominant source of HIV financing,

contributing 62.3% of HIV expenditures in KFY 2015/16. PEPFAR Kenya represents 76.8%

of annual total investments across all HIV program areas (Table 2.3.1)louseholds via out

Of-pocket spending (9%) and emploers (6.5%) have been excluded in the computation in

Table 2.3.1+ AT UA8 O AT 1T OOEAOQOOEI T Afnaidgddguirement @30 ' & A
$22 million in KFY 2017/18 and is expected to increase to $39 million in 2020/21, as shown

19| Page



by the budget estimatesfor the National Treasury and Ministry of Health that have been
presented to the National Assembly. Nevertheless, donors continue to finance the majority
of ARVs(75% in KFY 2019/20 down from 86.4% in KFY 2018/180d all HIV test kits in
Kenya (Table 23.2).

On average, county governments increased the proportion of their total budgets allocated

to health from 13.0% in KFY 2013/14 to 27.2% in KFY 2018/19 (increasing to 27.8% in
2019/20) reflecting the extent to which county governments prioritize hedth investments
over other sectors. Anticipated increases in salary increments resulting from the ongoing
labor disputes are expected to significantly impact county allocations to health. However,
current efforts to rationalize staff and clean up payroll will help contain the wage bill
(currently 75.8% of county allocations in KFY 2018/19) thereby freeing up resources to
finance drugs, medical supplies, and other critical health service delivery inputs.

Significantly greater domestic financing for health and HIV is needed to reduce donor
dependency and sustain progress made in controlling the HIV epidemic. Increased
government budget alone is inadequate to offset uncertainties in donor support. Efforts to
increase the fiscal space for health must be accompaed with measures to address
inefficiencies in the use of available resources, including health insurance reforms and
other measures that couldensure greater returns on investment.Innovative financing such
as engagement with the private sector will contnue to be explored to expand uptake of
HIV services, decongest the public sector, and ensure longerm sustainability of the HIV
response

Costing and Health in Kenya

GOK is in the midst of developing its National and County AIDS Strategic Frameworks, as
well as preparing for the next round GFapplication. The country is alsojust starting its next
fiscal budgeting process.Sustainability will require payment levels for the current NHIF
premiums to include HIV/AIDS in the benefit package, and the reimbursement process
streamlined. External resources are ofbudget and not included in the HIV/AIDS planning
process (e.g. PEPFAR, CHAI, Gates Foundation, the Elton John AllFSundation); thus, to
help encourage sustainability, these should be incorporated in national and county
planning processes Strengthened coordination between national and county government
and stakeholders, as well as between intra&county stakeholders is also required. Key areas
of investment for domestic resource mobilization also remain, including technical and
financial support toward both transition and strengthening of leadership responsibilities,
as well as increased national and county GOK resourng and recognition of the community
workforce so as to reduce the HRH donor dependency ratio at community level.

Policymakersand partners involved in funding and managing HIV programs have a heed
for current information on how costs, financing, utilizat ion, and performance of different
patterns of delivery vary and the factors that affectthem. Their ability to staywell-informed
about costsand performance is limited by how the epidemic hasevolvedand complicated
by variations in the rapid transformation of service modalities, including differentiated
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care, availability of HIV-related servicesat the sub-national level, characteristics of the
population of persons newly infected with HIV, and price changes. This swift pace of
change meansthat existing, one-time cost data quickly become dated and are of limited
usefor decision-makersand management.

This highlights the need for cost analysesthat reflect the significant changesto HIV care
cascadesn recent yearsand the need for a systemthat regularly collects data to produce
information required for effective decision making on aroutine basis.Simultaneously, the
reduction of international assistanceon health and competing demandsfor public funding
have increased emphasis on transparency of expenditures, increased health spending
efficiency, and performance measurementin HIV -related services.

To addressthese issues,the PEPFARKenya team in collaboration with the Ministry of
Health, National Treasuty, and Council of Governorsis undertaking aprocessto implement
an Activity -Based Costing and Management (ABC/M) system application in Kenya to
obtain routine cost information on the provision of HIV and health servicesat facility,
community, and above site levels and to use this informatio n to effectively allocate
resources,improve monitoring efforts, and increase efficiency. This type of data may be
used by policymakers and partners to assistin making more evidence-baseddecisionsfor
budgeting and resourceallocation, and improving processesand resourceuse.

This activity requires a diligent processthat will not only help confirm the true costs of
programming and comprehensive health service delivery under UHC but also establish
efficiency and barriers to the provision of serviceswith fidelity. To this end, beginning in
COP19,the PEPFARKenyalnteragency Technical Team,the OGAC Headquarters Country
and Accountability Team, and the USAID Headquarters Sustainability Team have been
working in closecollaboration with the Ministry of Health'sleadershipincluding the Chief
Economist, the Planning and NACC Costing and KASF Il Working Groups, and the
National Treasury and Council of Governor'sHealth Team to develop a plan for a robust
costing system. Through USAID, additional non-HIV funds from Gates Foundation to
further support this processwill ensure additional resourceswill be available for non-HIV
and UHC costing aspectsto be coveredunder this process.The goalis for Kenyato develop
more financially sustainableand effective HIV and health care platforms.

Table 2.3.1 Annual Investment Profile by Program Area

Program Area TOTAL PEPFAR GF GOK Other

Care and Treatment 244,138,62 73.4Y% 16.89 9.9% 0.0%
HIV Testing Services 19,560,1C 86.4% 13.69 0.0% 0.0%
Prevention 74,097,744 67.3% 18.4Y 14.29, 0.0%
ovC 31,214,07 94.1Y 5.9% 0.0% 0.0%
lAbove Site Programs 22,840,95( 79.9% 20.19 0.0% 0.0%
Program Management 96,646,664 84.2% 7.4% 8.4% 0.0%

TOTAL 488,498,15| 76.8% 14.59 8.7% 0%
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Source: MOH Printed Estimates 2019/2020; National Treasury Counterpart Estimates 2019/2020; Kenya Global Fund 2017
Application, NHA 2015/16
Note: Household and employer contributions excluded

Table 2.3.2 Annual Procurement Profile for Key Commodities

Commodity Category Total Expenditure PE'Z/L:AR ((?/()F G(E/?) K Ot;oer
PSM 3,273,172 0% 100y 0% 0%
Consumables 1,048,92 0% 100Y 0% 0%
Rapid Test Kits 7,208,38] 69% 319 50% 0%
Viral Load 14,858,41 100Y 0% 0% 0%
Laboratory Supplies 3,283,94 82% 189 0% 0%
CD4 2,052,43 0% 0% 10% 0%
Health Equipment 0 0% 0% 0% 0%
Medicines 1,548,20 86% 149 0% 0%
Condoms and Lubricants 2,969,17 0% 100y 0% 0%
Antiretroviral Drugs 100,725,62 43% 32% 25% 0%

TOTAL 134,915,8( 50.0% 31.39 18.7%
Source: MOH Printed Estimates 2019/2020; National Treasury Counterpart Estimates 2019/2020; Kenya Global Fund 2017

Application .
Note: Rapid test kit expenditure is historical data based on expenditure in FY 2018/19.
Note: Household and employer contributions excluded.

Table 2.3.3 Annual USG Non-PEPFAR Funded Investments and Integration FY20 (US$)
_ Total USG | Non-PEPFAR 4 Co- PEPEAR COP
Funding Resources Co- : S
Source Non -PEPFAR Funded | Co-Funding Objectives

Funding P
Resources PEPEAR IMs IMs Contribution

Supporting quality services for
maternal and child health
Improving TB diagnosis, care
and treatment
Supporting malaria prevention
USAID Malaria 35,000,00( 5 7,157,53and treatment is select high

6,716,57 .

burden counties

Support FP services in the

USAID MCH 16,000,001 4,857,10 7 34,040,14

USAID TB 5,000,00( 3,962,54¢ 4 5,169,50

USAID Family

. 20,500,00( 6,750,00( 9 77,636,58¢
Planning country
Nutrition 4,000,000 0 0 _Support nutrition interventions

in the country

NIH - - - -
CDC (Global
Health Security) i i i i i
DOD HIV 1107 14 2 Support AFRICOS HIV Cohort
Research T and Pediatric Viral Load Studies
DOD Lab 27 451 1 Support proficiency panels for
Support T CRC Lab
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Surveillance of migrant

Quarantine 234,14 - )

populations and refugee camps
CDC DTRA - -
Global Disease Building capacity, monitoring &
Detection and 47,086 47,986 1 fjetectln_g threats , resppndlng to
Emergency international emergencies and
Response reconstructing health systems
Security: 2,388,95] 2,388,95] 1 P

epidemics, early threat detection

Program Costs . -
9 and rapid and effective response

Global Public .

. Global Health Protection
Health Capacity 1,400,00f 1 research to KEMRI and MOH
Development
Improving
Program 650,00( 650,00(C 1 HIV AIDS clinical research
Effectiveness
Malaria 100,00( 100,00( 1 Malaria research
Pandemic 498,41] 1,438,50 1 Flu research
Influenza
CDC OD 1,738,2! 148,28 Management Support
Tuberculosis 383,50 383,50
Research
Total 87,675,833 28,843,45¢ 34 124,003,77|

2.4 National Sustainability Profile Update

Significantly greater domestic financing for health and HIV is needed to reduce donor
dependency and sustain progress made in controlling the HIV epidemic. Increased
government budget alone is inadequate to offset uncertainties in donor support. The GOK

remains committed to ending AIDS by 2030, making for strategic investments in health to

maximize impact while increasing domestic resources to sustain the national HIV/AIDS
OAODPI 1T OAs &OOOEAOh OEA '/ +80 DI AT £ ond®@OET OEOQ
the universal health care (UHC) agenda will advance progress to ensure equitable and

affordable access to essential health services, particularly for the disadvantaged, vulnerable

and poor in Kenya, including PLHIV.

The 2019 Sustainability Index and Dashboard (SID) 4.0 and Responsibility Matrix (RM)

were implemented by the Ministry of Health under the leadership of the National AIDS

Control Council (NACC), NASCOP, the National Treasury and Ministry of Planning, and

the Council of Governors in partnership with PEPFAR, UNAIDS, and GF. Additional
participants and invitees included the Ministry of Devolution, United Nations Joint Team

on HIV/AIDS (UNJT), World Bank, and other multilateral/bilateral donors, in -country

expetOO0 AT A AAAAAT EAh AEOEI Ol AEAOUh DPOEOAOA OAi
findings play an important role in the planning of COP20 investments, principally through

- O -1 PPN

Ei DOl OET ¢ ADPDPOI AAEAOG OI OOOOOAET AAlI Ad ithOT COAI

23| Page



Monitoring, Evaluation, and Reporting (MER) data, 2018 APR, FAS&nd Table 6 outcomes.
For the GOK, the SID and RM will serve to inform transition to greater domestic resource
mobilization.

SID results showed some progress in Kenyaoward sustained eidemic control. Two
elements scored dark green but stakeholders still noted the need for an irdepth review
with respect to further investments required in those areas (quality management and
market openness). Four elements were light green noting progrestoward sustainability,
but still requir ing catalytic investments mainly by the local host government (performance
data, policies and governance, planning and coordination, and domestic resource
mobilization). The remaining 9 elements were yellow (described below) and needed some
degree of support. As with the previous SID 3.0, no elements scored red.

Civil Society : Mappings of HIV stakeholders and coordinating points have not been
prioritized and Kenya National Bureau of Statistics (KNBS) has not been mgaged for
information on sources of coordination. There are not strong measures to prevent
duplication and accountability by all stakeholders in HIV programming. Private sector
healthcare providers are infrequently included in planning and monitoring activity
tracking.

Commodity Security and Supply Chain:  There has been minimal increase in the GOK
allocation for procurement of HIV commodities over the last three years and minimal
Ministry of Health financing for supply chain functions and operations oth er than staff
salaries at national and county levels. No comprehensive supply chain assessment to
determine status and inform priorities and investments has been conducted over the last
three years.

Private Sector Engagement: Ministry of Health , together with development partners, are
currently working on a private sector engagement framework that will guide PEPFARs
private sector engagement.The framework will provide a national strategy to guide
coordination and integration of existing public h ealth structures with the private sector in
order to improve overall quality of care and decongest the public facilities. National Health
Insurance Fund (NHIF) should include a comprehensive HIV package for private health
facilities.

In COP20, PEPFAR Keya will embrace a client-centered approach through scaling up
decentralization of drug distribution and working with private and public sectors to explore
insurance cover for HIV careand subsidization of HIV drugs for patients receiving services
at private facilities by choice.

Although the majority (about 95%) of PLHIV enrolled in HIV care and treatment receive

services in the public sector or through FBOS 2% of patients receive care from private
sector providers while another 2% either receive care though donor-subsidized socid
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franchises or selffund through private insurance and out-of-pocket payments. Currently,
the private sector cannot access free donatedHIV drugs for their patients.

At the end of Q1 2020, Kenya was providing HIV treatment to ,137,1Jhtients of which

close to 9,000were receiving services from the private sector networkWith a TX

NET_NEW of only 59,194 clients through FY 1fhis translates to a net gain of approximately
4 for every 10 newlyidentified clients, Kenya continues to struggle with retention of PLHIV

within the treatment program.

Reasons why patients do not keep their health appointments or drop out of care altogether
range from distance to hospital, other pressing commitments, or lack of transport. The
distance that stable patients have to travel to pick up medication can be reduced by making
drugs available within their community for pick up. Drugs can be dispensed by local
pharmacies, private or public facilities, or other designated safe and privatelyowned pick-
up points. PEPFAR Kenya, through USAID, is leveraging Sustainable Financing Initiative
funds to lay the groundwork for scaling up client-centered care and the decentralization of
drug distribution. SFI funding is currently being used in three counties (Nairobi, Busia, and
Kajiado counties) to determine the potential of private institutions as drug distribution
sites and their ability to serve as pickup points. The pilot project is also testing consumer
interest across a range of indicators to beer understand how and where to quickly start
scaling up decentralized drug distribution in COP20.

Epidemiological and Health Data:  The system foruniquely identifying patients is weak.
Integration of service data with other administrative data is not adequate.

Laboratory: HIV rapid testing as well as complex lab testingz EID, VL and HIV drug
resistance testing (DRT)- are mostly done by donor-supported staff. Although sufficient
instruments are available, the supply chain and specimen transport system are mainly
donor supported. HIV-related lab testing (HIV rapid testing, CD4, VL, GXP, CrAg,
HIVDRT) financing is donor dependent.

Service Deliver y: GOK provides minimal (1:9%) financing for KP services. KP services rely
on substantial external support. There is limited continuous structural engagement with
CSOs to inform service delivery and programing and minimal focus by both development
partners and GOK in supporting fully functional, community -based service delivery.

Human Resource for Health/Health Workforce : For the last three SIDs, the HRH score
has remained relatively unchanged. Domestic funding for health workforceinterventions
has not increased. Improvements are needed in health workforce management and
monitoring, especially with respect to performance quality, supervision, and minimization
of absenteeism. The community workforce is not recognized or weHlresourced. Health
workforce data systems are incomplete and not optimally utilized.

Technical and Allocative Efficiency: In spite of an increase in resource allocation,
optimal utilization remains a concern. Areas of inefficiency are still to be determined and
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mitigation measures have not been put in place. Further, the country has no system for
gathering cost information on a routine and standardized basis to inform decisions on
resource mobilization and allocation. Data capture to determine and reconcile allocatons
and expenditures are not routinely undertaken.

Financial/Expenditure Data: There is limited financing in the government for

conducting sustained surveys and surveillance activity. Development of a multiyear
strategy with partners is necessary and shuld include annual costed work plans with a
clear road map leading to sustainability.

Noting the drastic drops in civil society and private sector engagement, the SID activity
recommended that, to improve sustainability, NACC develop a strategy to improve the
coordination and integration of the private sector with the existing public health structures

in order to enhanceoverall quality of care and decongest the public health facilities. CSO
coordination requires improvement to reach communities at the center of the HIV

response. CSOs also need to be meaningfully engaged in accountability roeanisms
beyond the Interagency Coordinating Committee (ICC) and GF Kenya Coordinating
Mechanism (KCM).

Transitions: County and Local Indigenous Partnerships

As part of the expansion of partnership with counties to work on a strategic, joint and
coordinaOAA ()6 OAODPI T OARh 0 %0 ®Bebn2 wilkwhrk withA dhedCoyntilOA OA C A’
of Governorsdleadership (in particular, the Health and Finance Committee) to support

county governments to strengthen systems fora sustainable HIV and health response in
programmatic, technical, and fiscal spacs. These efforts will include additional

coordination and collaboration with the U.S. Treasury and HRSA to provide technical

assistance as part of joint assessment leading tavard a partnership agreement between

PEPFAR, S/GACand counties, as well as detded PEPFARspecific implementing agency

MOUs.

In addition, PEPFAR implementing agencies have made progress toward the global
requirement of having 70% funding and implementation be directed to local indigenous
organizations.

51T AARO 0%0&! 2hH ADGOIITANAIAAD AOO ET AEOEAOAT h A O1T1 A
However, to be considered a local partner, the applicant must submit supporting

documentation demonstrating their organization meets at least one of the three criteria

listed below.

a) anindividual must be a citizen or lawfully admitted permanent resident of and have
his/her principal place of business in the country served by the PEPFAR program with
which the individual is or may become involved, and a sole proprietorship must be
owned by such an individual; or

b) an entity (e.g., a corporation or partnership):
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1. must be incorporated or legally organized under the laws of, and have its
principal place of business in, the country served by the PEPFAR program with
which the entity is or may become involved;

2. must be at 75% for FY 2020 beneficially owned by individuals who are citizens or
lawfully admitted permanent residents of that same country, per subparagraph
(2)(a);

3. AO 1 AAOGO «ai Tl A O &9 al al -ldveEsupder mbsitb® EOU S O
citizens or lawfully admitted permanent residents of that same country, per
OOAPAOACOADPE j aqj Agh AT A AO 1T AAGO «ai I’ A O
managerial and professional personnel) must be citizens or lawfully admitted
permanent residents of such country; and

4. where an entity has a Board of Directors, at least 51% of the members of the
Board must also be citizens or lawfully admitted permanent residents of such
country.

c) Partner government ministries (e.g., Ministry of Health), sub-units of government
ministries, and parastatal organizations in the country served by the PEPFAR program
are considered local partners. A parastatal organization is defined as a fully or partially
government-owned or government-funded organization. Such erterprises may
function through a board of directors, similar to private corporations. However,
ultimate control over the organization rests with the government.

A summary of progress on the roll out of these efforts under COP19 and COP20 plarier
county and local indigenous partner transitions are provided by each PEPFAR
implementing agency below:

USAID

In Kenya, a key aspect of the journey to selfeliance is partnering with counties to
strengthen local ownership and sustainability of results Strengthening local institutions,
promoting system change, and prioritizing long-term outcomes will be key. USAID will
implement government-to-government agreements with counties that have demonstrated
commitment to effective, inclusive, and accountable problem-solving and co-financing to
achieve shared results.

In COP20, USAID Kenya is transitioning service delivery activities from international
organizations to local partners through issuing 11 new award2JSAID will take a phased
approach when implementing government-to-government funding. In COP20, USAID
Kenya service delivery partners (SDPs) in Kakamega and Nakuru counties will sign fixed
amount agreements (FAAs) with county governments, which will be designed to mirror
fixed amount reimbursable agreements (FARAS) under governmento-government
programming. USAID will ensure a public financial management risk assessment
framework (PFMRAF), programmatic risk assessments at the ational and county level,
and Public Financial Management (PFM) funds flow reforms. These assessments will
position USAID Kenya well to undertake governmentto-government negotiations with
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Nakuru, Kakamega, Busia, Kilifi, Turkana, and Mombasa in COP20, wit anticipated
awards in COP21)01.

CDC

The CDC Kenya program has a robust history of funding local partners. CDC is on track to
move from 62% of its program funding allocated to local partners in COP19 to 70% in
COP20. CDC Kenya has plans to increase itsifiding to local partners to above 70% in
COP2land is exploring procurement options for county government-to-government
cooperative agreements in COP20.

DOD

$1T$60 11 OA OF xvitlddounbed and fraAstiidhingXesponsibility and funding
within PEPFAR has so far focused on HRH transition ofGOK recognized cadres. This
approach in COP19 has so fanabled transitions in 3 counties: Nandi (100%), Bomet (40%),
and Kericho (~50% by April 2020. In addition, direct county funding has centered around
ongoing discussions with Kericho and Nandicounties on models of funding.

For the Kenya Deferse Forces, 95% of HlVrelated health care providersare uniformed (up
from 10% in2004) and there has been an almost complete transition of lab commodities
and opportunistic infection medications to KDF responsibility.

The next phase of transition at county level in COP20 will be building county capacity for
program leadership through the Commaodities and Clinical Technical Working Groups
(TWGSs). Additionally, DOD will support the transition to leadership by CHMTs and sub-
CHMTs.

Direct county funding will be initiated through a phased approach, beginning with IP-to -
county funding, in order to demonstrate a workable framework and accountaltity system.
An MOU format is currently being developed in consultation with CDC and USAID that
will facilitate future engagement and set commitments toward transition on both sides.

$1 $6 O DPOI Canidindigetokd parthésts being carried out through three defined
approaches:
1. Reviewing the categorization of itdP and assessing its classification as a Kenyan
organization.
2. Concentrating on ensuring that 100% of locallPs are indigenous organizations
(this is currently the case and will continue into COP20).
3. Prioritizing sub-awards to Ministry of Health facilities and community
organizations as much as the IM scopes of work allow.

U.S Treasury

US Treasury will work with the PEPFAR Interagency Technical Teams on Costing,
Sustainable Financing, Commodities,and Human Resources for Health to assess and
guantify the current legal and fiscal investments by USG, as well as byGOK (including
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Ministry of Health, National Treasury, and the counties) and other key donors. The
outcome of this technical assistance willcontribute to the areas of prioritization that will

inform both the responsibility matrix and fiscal appropriations by the noted donors with

the goal to move Kenya toward a fullyfunded and locally-managed HIV program.

Funding Solicitations

Announcements for the solicitation of new implementing partners will be publicly
published in FY20 and FY21 for CO, STATE andUSAID. The solicitations follow U .S.
government procurements rules for an open and competitive process, and any organization
will be able to apply, including local and civil society organizations, which can apply
individually or in consortiums. The application process includes participation of any
interested organizations in a pre-conference, that will be publicly announced. Due to the
requirement to provide equal competition for all applicants, no organization or sub-
population will be given un-equal advantage in theapplication.

2.5 Alignment of PEPFAR Investments Geographically to Disease Burden

COP20 PEPFAR resource allocation was aligned to the counfgpecific needs for HIV
epidemic control. Utilizing KENPHIA, Spectrum, and program data, resource needs were
identified to close the county-level gaps in ART coverage and HIV incidence. In addition,
resource needs to address population specific gaps such as HIV prevention among AGYW
and KPS, as well as treatment gaps among children, adolescesytand young peoplewere
identified at county level.

| OAOAT 1T h Y A1 61 6EAO xEOE EECE ! 24 Al OKOACA
representing approximately 56% of new HIV infections - were allocated resources to
maintain the large ART cohort, adopt a public health approach to HIV case identification,

and enhance HIV prevention. Nine counties with ART coverage of 70%479% were allocated
resources to close the gap in identification through optimized testing while working to
improve on retention. Seventeen counties wih low ART coverage (<70%) contributing 25%

of HIV burden but 45% of unmet need were allocated resources for intensified HIV case
finding and improved linkage and retention on ART. Special consideration was made for
counties with unique ART coverage and réention challenges such as the nomadic
populations in Turkana, Narok, and Kajiado Counties

As expected with programbased budgeting, strategic objective costs varied across
implementing mechanisms due to different service delivery models between government,
non-government, and private facilities with both higher costs in hard-to-reach areas and
patient density in high -burden counties.
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Figure 2.5.1% PLHIV by SNU, Total PLHIV by SNU, Coverage of Total PLHIV with
ART, and Viral Load Coverage by SNU.
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Funding projections for meeting the COP20 targets were based on assessments of what
partners actually spent in achieving similar targets in FY19 (Expenditure Analysis, 2019)
and COP19 allocations. Reductions and increments, where applicable, were made based
on proposed changes in approaches or projected efficiency savings.

2.6 Stakeholder Engagement

The COP20 process began with the release of the draft guidelines for stakeholder feedback
in December 2019. This was followed by a series of pftaunch meetings with an initial
breakfast meeting between the GOK and UNAIDS under the leadership of the Chiebf
Mission followed by a three-day consultation with the Council of Governors and county
leadership from 45 counties, alongside national government representatives from the
Ministry of Health, National Treasury, Department of Children, and the UNJT.

The PEPFAR Kenya interagency team officially launched the COP20 process with all
stakeholders (including CSOs, FBOs, and the private sector) at the end of January which
included the participation of the S/GAC leadership and respective Agency Headquarters
Deputy Principles and Subject Matter TechnicalLeads. The launch was followed by a
stakeholder retreat where progress on the current COP19 was shared, and strategic,
programmatic, and technical data, policy gays, and priorities werereviewed at national and
county levels. Following the retreat, the PEPFAR team set up weekly bilateral meetings
with the GOK which included the Ministry of Health, Treasury, and Council of Governors
which ran concurrently with the consolidation and drafting of the initial Kenya COP20
proposal. The proposal was then presented to all key stakeholders for validation before the
Kenya COP Delegation left for the Group 3 Johannesburg COP20 Regional Review Meeting
in early March.
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The delegation included Kenya PEPFAR Interagency Team Repre#atives led by the Chief
of Mission Ambassador Kyle McCarter, the GOK team led by the Chair of the Council of
Governors H.E. Wycliffe Oparanya, and Ministry of Health led by Drs. Nduku Kilonzo and
Catherine Ngugi. The team also included CSO representatigs from the National
Empowerment Network of People Living with HIV/AIDS in Kenya (NEPHAK), KPs, FBOs,
and AGYW. In addition, the team was also joined by GF, UNAIDs, and WHO leadership.

As part of the in-country consultations, the PEPFAR team has held joit meetings with

FBOs, and stakeholders representing the following GOKled TWGs: clinical, prevention,

HIV and the law, strategic and health information systems, communication, KPs, and
AGYW.

Alongside the GOK-focused meetings, the team continues to hold consultative meetings
with CSOs as a consortium and key meetings with FBOs and KP communities, networks,
and leadership. The PEPFAR interagency team will continue to host meetings during the
quarterly POART and conduct ad hoc meetings with CSOs, private sector, UNAIDS and
UNJT, GF, and GOK in order to disseminate program results and information, as well as
obtain input on programs with specific considerations for human rights, gender, people
with disabilities, KP, and PLHIV. It is critical that the COP20 process is closely linked to
the finalization of the Kenya AIDS Strategic Framework Il (KASF I1), the conceptualization
AT A POiT PI OAl 1T &£ +ATUABO ' & AbPDPI EAAOEREtNG h
processes. All written feedback andPowerPoint presentations from key stakeholders have
been reviewed and incorporated into the final COP20 plan. In addition to addressing the
detailed program issues and priorities raised in the COP20 SDS as part ¢iie sustained
dialogue with all stakeholders, the PEPFAR interagency team will maintain stakeholder
engagement throughout the COP19 and COP20 implementation process. The team
continues to engage all key external stakeholders national and county government
entities, UNJT, GF, CSOs, private sector, and professional bodiethroughout the program
cycle.

2.7 Community Grants Initiative

The Community Grants Initiative will include a number of elements designed to ensure
that patient -level experience is routinely considered inPEPFAR programmingand within
counties responsible for the HIV response The main piece of the initiative is providing
grants to community groups to monitor the HIV response both at the clinic and community
level. Other key partsof the initiative include the establishment of a data collection system,
the creation of fora to ensureaction on results, and efforts to make data collectionand use
sustainable over time.

2.7.1 Community -Led Monitoring

PEPFAR Kenya recognizes the critical role that civil society organizations (CSOs) play
toward achieving epidemic control in Kenya. To this end, PEPFAR Kenya has supported
CSOs in COP19 and COP20 to routinely collect patieatand provider-level data related to
the quality of services provided at the site level in the three categories of counties {elved,
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scaleup, and reboot). The data collected will be an additional data stream used in
conjunction with PEPFAR MER, Site Improvement through Monitoring System (SIMS),
and GOK monitoring and evaluation data to help improve HIV/AIDS service delivery.
Grants will be provided on a competitive basis for civil society groups in designated
counties to monitor PEPFAR supported facilities and activities.

A coordinating grant will be awarded aspart of the initiative that will be responsible for
developing metrics, ensuring continuity among grantees and providing targeted support to
new grantees. Grantees in the respective counties will benefit from the expertise and
experience of other stakeholders to prowde support and enhance the capacity of the
awardees for an objective outcome.The coordinating grant will be responsible for working
with US Government PEPFARstaff as a sngle point of contact on generalissues related to
the monitoring of the initiative . The coordinating grant will also be responsible for
providing community feedback on the operation of the county coordinating mechanism to
PEPFAR staffaind for following up any serious unresolvedissues.

2.7.2Establishment of a Sustainable Data Collection Platform  and Recognition of
Data

COP20 will support a webbased platform to aggregate and visualize patient and provider
responses to questions using county government customer satisfaction surveys, SIMS, and
the CSO Patient Saisfaction tool. This platform will provide users with real -time data on
OEOAOG NOAIT EOU 1T £ OAOOE AW fraldvarE Wilk easurEQdtal OE A
collected is in alignment with both the Kenya National Bureau of Statistics (KNBS) and
United States Government. This will enable data collected under the community -led
monitoring grant to be recognized as quality data in accordance with local government
standards and be interoperable with other data sources. An additional component will
include capacity building of CSOs to adhere to quality guidelines in their collection of
citizen-generated data.

2.7.3Support for a County Coordination Mechanism

The County Coordination Mechanism will be compromised of all key stakeholders within
the county, including GOK, CMHT, NASCOP, PEPFAR Kenya, GF, CSOs, FBOs, and the
private sector. The coordination mechanism will meet quarterly to review all relevant data
sources (DQAs, SQAs, MER, SIMS, CSO CGl, etc.) with the aim to identify things that are
working well that can be scaled and issues/barriers that need to be addressed, as well as
evaluate adequate utilization of resources (both human and financial) within the county.
The county coordination mechanism will not have authority over the community -led
monitoring grants but will include the grantees in their meetings.

2.7.4Routine Collection of Patient and Provider Feedback

Through locally-based CSOs or individuals, COP20 will help establish a schedule to
observe, collect, and scale survey questions related to service delivery from individual
patients and clinical staff at both public and private facilities within a given county. These
guestions and observations will be centered around programmatic themes as determined
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during the County Coordinating Mechanism meetings and entered into an anonymized
data platform that will be available internally for decision making, as well aspublicly.
Grantees under the community-led monitoring initiative will be eligible for administering
the survey questions.

3.0 Geographic and Population Prioritization

()6 DOAOGAT OEIT ET OAOOGAT OEIT O AT A OAPEA 124 AA
epidemiologic profile, as well as to age and sex disaggregated ART coverage and unmet

need. Using updated 2019 HIV spectrum estimates and survey and program data, the 40

counties receiving direct PEPFAR support will be categorized into 3 clusters to guide the

AAOA EET AET C APPOT AAE AAOGAA 11 124 AT OAOACAQ
(70-79%), andlow coverage <70% (Figure3.0). For each county, specific interventions for

ART scaleup will be driven by granular data on burden, coverage, unmet need, yield,

linkage, and net ART growth. Countylevel analysis will also include a review of HIV

incidence data to guide a scale up plan for high quality, effective HIV prevention
interventions including PrEP, DREAMS, VMMC, and KP programs
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Figure 3.0: County Categorization Based on FY20 Q1 ART Coverage Using 2020 Spectrum Estimates and
Programmatic Gaps
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High Coverage

4EAOA AOA &I OOOAAT AT Ol OEAO xEOE A EEGE ! 24 Ai
Migori, Siaya, Busia, Embu, Laikipia, Makueni, Kakamega, Kilifi, Kisumu, Tharaka Nithi,

and Vihiga). Collectively, thesecounties contribute to 55% of national HIV burden, 32% of

unmet ART need, 56% of adult incident infections, and 50% of new HIV infections among

children. The goal of COP20 in these counties will be to achieve and sustaithe 95-95-95

epidemic control targets.

In these counties, a public health approach will be adopted for HIV case finding.Targeted

testing strategies emphasizing diagnosing those who are still unaware of their status with

high yields are required. This includes but is not limited to , the offer of index testing at

gualifying facilities to identify sexual and biological contacts of newly-identified PLHIV and

those who are not virally suppressed. Other appropriate public health approach testing

strategies such as acial network testing will also be implemented. In order to target
interventions, full -scale implementation of recency testing will be used to define

CAT COAPEEA OET O OPI 006 AT A Pl ATTAA OAODPIT OA Ol
as appropriate

At the health facility level, routine provider -initiated HIV testing and counseling (PITC)

will be scaled down and interventions will shift instead toward diagnostic testing

counseling to improve testing efficiency. A key focus will be the optimization of linkages
and improved retention of the large cohort of ART patients by repurposing appropriate
level of effort (LOE) among HIV testing counselors to support adherence counseling,
retention, and viral suppression.

In order to address the continuing high incident of HIV infections in these counties, ART
scale up will be complemented by implementation of HIV prevention interventions.
Specifically, ageappropriate evidencebased layered prevention interventions targeting
AGYW aged 924 years will be implemented through the DREAMS initiative. A key area of
focus will be geographic and population saturation among the most vulnerable AGYW in
Nairobi, Kisumu, Homabay, Siaya, and Migori Counties. These counties will also be
prioritized for VMMC, with afocuson | A1 AO ACAA PYi (hdeAR2Oward xEIT C
MC saturation in Busia County, VMMC services will be transitioned to GOK. KP in these
counties will be targeted with a combination HIV prevention services and support for an
optimized clinical cascade amorg those who are HIV infected. OVC in these counties will
also be provided with services, prioritizing the most vulnerable, with a goal of ensuring
90% of C/ALHIV receive OVC services.

Continuing on from COP19, these counties will engage in a selfeliance process to
transition support of HIV services to the GOK and the counties. HIV clinical services will
be supported by one lead IP in the county, implementing an enhanced technical assistance
model alongside continued right-sizing of HRH, with step-wise transition of mutually
agreed activities to county government. Additionally, low volume sites identifying <10 HIV
positive individuals and offering ART to <20 patients will be transitioned to GOK as
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PEPFAR focuses direct support to large&olume, high-yielding sites. PEPFARsupported
direct service delivery HRH levels will remain constant overall but may be reallocated based
on where the need is greatest, in addition to the overall reassignment of appropriate LOE
of HIV testing services (HTS) counselors to gpport retention.

Medium Coverage

There are 9 counties with medium ART coverage Theserange from 70-79% and account
for 19% HIV burden, 21% of unmet ART need, 15% of adult incident infections, and 16% of
new HIV-infections among children (Bungoma, Kiambu, Kirinyaga, Kisii, Kitui, Mombasa,
Muranga, Nyandarug and Nyeri). These counties will be supported to scaleup index
testing, targeted testing,and ART, in order to achieve >80% ART coverage.

Case identification will be done mainly through offering index testing at qualifying facilities
to individuals newly diagnosed or with a recent non-suppressed VL test, efficient targeted
facility testing, and self-testing for men and young people. Other agpropriate public health
approach testing methodologies will be implemented with the goal of offering testing to
individuals unaware of their status and at high risk for HIV. In addition, enhanced support
will be provided for adherence counseling, r@ention, and viral suppresson. DREAMS
program implementation will be enhanced in Kiambu and Mombasa, using an urban
approach to ensure saturation of the most vulnerable locations and AGYW.

Similar to the high ART coverage counties, KPs will be targeted withcombination HIV
prevention services and support for an optimized clinical cascade among those who are
HIV infected. The OVC program will prioritize the most vulnerable, with a goal of ensuring
90% of C/ALHIV receive OVC services.

HIV services in the medium ART coverage counties will be supported by one lead IP in the
county, while low volume sites identifying <10 HIV positive individuals and offering ART
to <20 patients will be transitioned to GOK. In order to achieve rapid ART scale up, partners
workin g in these counties will be expected to meet their targets Those not meeting targets
will be placed on a corrective action plan that will include HRH re-alignment. HRH
rationalization and right -sizing will be done to meet the workforce needs for these sites.

Low Coverage

There are 12 counties with low ART coverage of <7Q%hese counties contribute to 25%
HIV burden but 45% of unmet ART need. They also account for 27% of adult incident HIV
infections and 32% of new infections among children (Baringo, Bomet, Elgeyo Marakwet,
Kajiado, Kericho, Kwale, Machakos, Meru, Nakuru, Nandi, NarokSamburu, TaitaTaveta,
Trans-Nzoia, Turkana, Uasin Gishy and West Pokot).

Rapid ART scale up will be supported in these counties to increase ART coverage, witse
finding focused on intensified yet optimized facility testing including implementing ris k
screening tools in sites not yet using them. Additionally, qualifying facilities will offer index
testing to individuals newly diagnosed as positive and individuals with a recent non

36| Page



suppressed VP test result. Other appropriate public health approach tesng methodologies
will be implemented with the goal of offering testing to individuals unaware of their status

and at high risk for HIV. Given the challenges posed by the highly-mobile nomadic
populations in Kajiado, Narok, and Turkana counties, highly-targeted, population-based
approaches will beimplemented. The focus of treatment will be immediate linkage and
optimized ART retention and viral suppression, aligned with livelihood activities such as
food distribution. Turkana and Machakos counties will benefit from GF support for HIV

prevention among AGYW. VMMC will also be implemented in Turkana and Nandi counties
based on low MC coverage and high HIV burden. Owing to theage 1529 years MC
saturation in Nakuru County, VMMC services will be transtioned to GOK. KP in these
counties will be prioritized for layered HIV prevention and an optimized clinical cascade
for those who are HIV infected. Partner performance monitoring will be enhanced for rapid
scale up of services. Additionally, a selfeliance sustainability process will be initiated, with
the aim of commencing transition of HIV services to GOK and the counties.
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Table 3.1showsthe current status of ART saturation and progressoward 95/95/95 across all SNUs
as applicable

Table 3.1 Current Status of ART Saturation FY19 -FY21

Prioritization Area Total PLI—:L\r//?OCgZ%I PLHIV ’ Cugg?rt > #Coég:; #Coéligéj
(FY19) (FY20) (FY21)
Attained - - - -
Scaleup Saturation 782,764 (52%) 649,369 699,029 18
Scaleup Aggressive 489,769 (32%) 359,688 378,749 12
Sustained 224,099 (15%) 122,973 133,195 10
Central Support 14,994 (1% 7,809 - 7
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4.0 Program Support Necessary to Achieve Sustained
Epidemic Control

4.1. Finding the Missing and Getting Them on Treatment

In COP20, PEPFARKenya will seek to close gaps in thestOy i 6 A O | EOOET C DI
through county -specific tailored approaches. Case finding will shift toward a public health

approach that will integrate disease surveillance and recencytesting. At # / 0 & tobeO

there will be increased engagement and collabration with the Ministry of Health, both at

national and sub-national unit (SNU) levels to enhance governmentled case finding,

monitoring, and response. Efficient and effective case identification strategiesin COP20

will include implementation of index testing at scale with fidelity. Safety elements will be

addressed and will involve ntimate partner violence screening, adverse event monitoring,

and reporting. Facilities and providers will be certified to conduct index testing.

Targeted risk-based tesing will be conducted at health facilities, with social networking
strategies (SNS) for adolescents and young people and scalegh HIV self-testing.
Additionally , recency testing will be rolled out to inform targeted response for both case
identification and HIV prevention services.Real time monitoring through electronic data
collection for HTS services (eHTS) will be scaled up. To ensure a targeted epidemic
response strategy, a public health approach to disease surveillance will be integrated into
HIV case finding.

COP20 will use a number of strategies to address safety concerns surrounding index testing
as outlined below.

Index Testing with Fidelity: Addressing Safety Concerns

Deliverables PEPFAR Action Item
PEPFARmessaging to 0 PEPFAR Kenya will communicate to allPs that there
implementing partners will be is no longer a specific target forindex testing.
devoid of a targeted % 0 IPs willimmediately communicate to and remove any
expectation from index testing. index testing-related targets that may have been in

place at supported sites/facilities.
Index testing services will be 0 IPs willimmediately re-orient staff that index testing is
offered to all eligible clients at voluntary and that clients can decline the service for
facilities that meet the any or no reason.
certification requirement. 0 IP work plans will not include targets for index testing.
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monitoring for adverse events
and quality.

0 Although not reported in DATIM, facility index testing
PEPFAR IPs will collect and tools will be used to collect # of clients offered and
report routine data on the accepted or declined index testing servicesThese data
following index testing will be presented at quarterly review meetings with
indicators: stakeholders
1) # offered index testing 0 PEPFAR will work with IPs to ensure prope
2) # who accepted index documentation in the index testing registers in order
testing after counseling to enable collection of acceptance and refusal rates per
facility and IP.
0 IPs will report on a monthly basis on the following
indicators:
1) Total # of newly-diagnosed and virally-
unsuppressed individuals offered index testing
PEPFAR IPs will monitor 2) Total # accepted and number of contacts
acceptance rates and offer solicited
technical assistance/QIl where 0 IPswill monitor acceptance rates versus safety
acceptance rates are higher than concems by facility and flag any site with safety
best practices suggesensuring concerns for immediate remedial action/steps
consent is meaningful 0 PEPFAR Kenya will followup with IPs on any
additional mentorship and supervision with regards to
the message thatindex testing is voluntary and also
ensure that the 5 Cs outlined in the HTS policy
guideline are observed at all times.
0 PEPFAR IPs will use the REDCap Index Testing
Minimum Program Components Tool to assess
supported sites on index testing program gaps and
training needs. This will not be considered as a
certification tool, as it will only be used to assess
quality of services. Data from the assessments will be
shared with Ministry of Health and other stakeholders
Ministry of Health and other stakeholdersmay/will
participate in the assessment process as part dhe
PEPFAR Kenya will carry out stakeholder/community monitoring processes.
investment in proactive 0 PEPFAR Kenya in collaboration with the Ministry of

Health and other stakeholders will develop a multi-

pronged, routine, continuous site monitoring plan

covering:

1 IPs role in site monitoring/QA including
mentorship and supervision

I How to leverage/refine existing SIMS index testing
monitoring questions to ensure they respond to
safety monitoring aspects within index testing
modalities/strategies

i County government and CHMTsGroles in quarterly
monitoring of index testing programs
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I How the community -led monitoring plan will be
included in the quality monitoring plan/process for
index testing programs.

I The schedule for routine monitoring by all multi -

sectoral stakeholders.

PEPFAR Kenya will support a 0 Participants during the certification process will
certification process that moves include GOK, county governments, CSOs, Kenya
quickly, in which any facility that Human Rights Watch, and other stakeholders

does not meet minimum 0 Certification goals will entail the following:
requirements will be temporarily T Anindex testing servicegcertification tool for the
halted from conducting index facilities/sites adapted by counties and

testing until these requirements stakeholders from the PEPFAR draft certification
are met. document

T Index testing certification for counselors, including

Note: Facilities that implement a minimum of at least tyear experience, aligned to
index testing are expected to GOK counselor certifications, and based on a
meet certification criteria; stakeholder-adapted PEPFAR draft certification
however, it is noted that not document
every PEPFARsupported facility 1 Index testing certification for index testing
will implement index testing. supervision and mentorship
0 PEPFAR Kenya will report aggregated index testing
services data starting withhigh volume facilities (e.g.
those identifying >20 HIV positive per month)
0 Monthly reporting for each facility includes:

1 Aggregated # of clients aged >15 years offered inde
testing services (aggregated both newly diagnosed,
and clients virally suppressed

1 Aggregated # of clients aged >15 years accepting
index testing services (aggregated both newly
diagnosed, and clients virally suppressed)

PEPFAR Kenya will share data on T Of t_hose clir_ents aged >15 years accepting index
: : ) testing services, number of contacts listed byages
index testing cascades withGOK
and other stakeholdersas part of | . <1§¥earsand >15 years. . :

L 0 If afacility reports <20 clients offered index testing
the monitoring system for all . : o .
facilities moving forward. services in that month, a blank facility report with the

T OA OilTx 10 AROO OADPT OOA

0 PEPFAR will itself continue to assess sites with low
volumes of clients offered indextesting services (<20
clients per month). This will enable a phased approach
by stakeholders by strategically focusing on facilities
that report significant finding.

0 Quarterly reporting for each facility will entail the

following variables aggregated for dents aged >15
years across the entirdndex testing cascade

I # of clients offered index testing services
1 # of clients who accepted index testing services
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I Of those accepted, # of contacts elicited by age
disaggregation ofages<15 years ane15 years

I Of the contacts elicited by the above age groups, #

contacted, # known positive, # eligible for testing,

# newly-diagnosed HIV positive, # HIV negative,

and # HIV positive linked to care.
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Table 4.1.1Case Finding Activities Based on Art

Coverage Category: Evolve

ART

Coverage County Subcategory Strategic shift Stopping Scaling up
Index Testing and Recency:
Z & 9 driddx desting to focus on mopping up testing of cumulative
s A contacts/networks
i ?’.IEVE'{EO E &:®siablish casebased surveillance and recency for public health
surveillance anda woX A -
) E 21 OO| approach to case finding
public health . S - .
out-patient | E & BndinYcase finding strategy- public health approach.
approach to case i
finding as counties department | PITC:
Homabay sehiovs codemis | (OPD) E - Al TniOBCEHIOET
Kisumu P testing Z / 0% Odkmipidinbazed diagnostic counselling and testing, opt
. : control ; :
Siaya High PLHIV, s o 72 in self testing
0 . F 3EEAO ( i
Migori High toward support of Temporary | HEI:
Kakamega coverage - PP halt of FTesting for HEI will be aligned to the national PMTCT guidelines.
: high linkage and o .
Busia retention services partner Pediatrics>2 years:
Kilifi MR testing for E 50A 1T £ OAOCAATET ¢ Al ¢i OEOQEI
F 3Bvia@eTsS e i
offered by KP ‘."‘.Wa'F'”g PMTCT.‘ . . .
>80% mainstream health certification | FCase finding for PBFWwill be enhanced through maternal retesting as
per national guidelines.
care workersand i
lab staff VMMC:
E isk-Based, symptombased foraged >15 years
Target populations:
FKP - social network testing
E #11 OA Z 21 OO0| Index testing:
subpopulation OPD E &9al ravYqg ET OAT OEEZEAA ET AA@ OAO
Makueni coverage gaps and | testing contacts/networks
Vihiga shift toward 72 Z &9 a4l ¢ cas€b@sadisurkeilaice and recency for public health
Nyamira Medium/Low survgllance and Temporary apprgach to case finding
Embu PLHIV public health halt of PITC:
Laikipia approach to case | partner Z - Al 1T OWBCHIOET T h
Tharaka - finding as these testing for Z / 03%$ Orsiomaged apd symptombased, DTC
Nithi counties achieve KPawaiting | E - AT AT A Ul O ¢ #®eBthepl Aq 1TBD0 1 060
epidemic control certification | HEI:
x Bdl RMT@TAguidelingsC 1 A

E 3EEAO (

E 4AOOETI C A O (%)
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toward support of
high linkage
retention services
£ 3tbvia@dTsS
offered by
mainstream health
care workersand
lab staff.

Pediatrics>2 years:

E 50A 1T &£ OAOAAT ET ¢ Al Ci OEOQEI

PMTCT:

ECase finding for PFBW will be enhanced through maternal retesting as
per national guidelines.

VMMC:

E isk-based, symptombased foraged 35 years

Target populations:

FKP- social network testing, index testing

Nairobi

Urban county
with large
mobile
population

E &IoAOO
subpopulation
coverage gaps and
sub-SNU hot spots
Z 3o
surveillance and
public health
approach to case
finding as these
counties achieve
epidemic control

E 3EEED (
toward support of
high linkage
retention services
engagement for
case identification
and referral to
treatment

E 2100
OPD

testing

¢
Temporary
halt of
partner
testing for
KP awaiting
certification

Index testing :

E & 9 ninteffisdfiéd index testing to optimize/mop up testing of
contacts/networks

E &:@®siablish casebased surveillance for public health approach to
case fnding

E & tndinYcase finding strategy- public health approach

PITC:

E -Al1 OOCOEOQEITh 4"h 34)

E /0% Orsiomaged, §ymptombased opt out testing
Self-Testing:

prices, dispenserg

HEI:

Z #AOA EET AEI C A& O
per national guidelines.

Pediatrics>2 years:

E 50A
PMTCT:
FCase finding for PBFWwill be enhanced through maternal retesting as
per national guidelines

VMMC:

E isk-based, symptombased foraged >15 years

Target populations:

FKP - social network testing

0" &7 xEI1 AA

Note: All measures to ensure implementation of index testing with fidelity and safety considerations as guided inTable 4.1.2. above will be observed in all PEPFABupported facilities. PEPFAR
agencies in collaboration with stakeholders will monitor and provide oversight toward ensuring safety measures within index testing programs are inculcated.
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Table 4.12 Case Finding Activities Based on Art Coverage Category: Scale

ART . . . .
Coverage County Subcategory Strategic shift Stopping Scaling up
Index testing:
E & 9 rinteffisifiéd index testing to optimize index case testing(ICT)
cascades
E & Bstablish casebased surveillance andrecency fora public health
approach to case finding
PITC:
2.0 Z - Al 1T OOOEQEITh 4"h 34)

g ! AAAT AQ [ FOPD testing: symptom-based DTC

; L targeted OPD ; : . . .

identification testing FSubpopulations with suboptimal coverage: risk-based, opt out testing

. toward optimal - o~ | Self-Testing :
70-79% E:Z\irinbu E:VhPLHIV’ ART coverage 5alt gf Al Bl Z #1 1 | -GuhdEaGillty -based HIVST distribution
(Scale) Bungoma co?/era e E 3EEAC ( artner HEL:
. d toward support of | P2 E 4AOGOEI ¢ A O (%) xEIiil AA Al ECTA
o testing for KP o :
high linkage awaitin Pediatrics>2 years:
retention services mng E 50A 1T &£ OAOAAT ET ¢ Al Ci OEOQEI
certification PMTCT:

FCase finding for PBFW will be enhanced through maternal retesting as
per national guidelines.

VMMC:

ERisk-based, symptombased forage 15 years

Target populations:

FKP - social network testing, index testing
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Index testing:

E & 9 ninteffisifiéd index testing to optimize ICT cascades

E & Bstabish casebased surveillanceand recency fora public health
approach to case finding

PITC:

E " OEI ¢ A E -Al 1 OOCOEOQEITh 4"h 34)
to current testing | £ .-T 1 Z /0% Orsioraged apd symptombased DTC
modalities to targeted OPD | ESubpopulations with suboptimal coverage: opt out self-testing
Kitui Medium increase case testing o Self—Tgst[ng o
Nyeri PLHIV identification E 4A1I BDI|E #1 1 i -GuidEaQllty-basedHIVST distribution.
Murang'a Mediur,n toward optimal halt of HEI: S o o A o
Kirinyaga coverage ART coverage partner E 4AO0OO0ET C A O (%) xEI1 AA Al ECTA
Nyandarua E 3 EEAO (]| testingfor KP | Pediatrics>2 years:
toward support of | awaiting Z 50A 1T £ OAOAAT ET ¢ Al Cil OEOEI
high linkage certification PMTCT:
retention services FCase finding for PBFW will be enhanced through maternal retesting as
per national guidelines.
VMMC:
FRisk-based, symptombased forage 15 years
Target populations:
EKP - social network testing.
Index testing:
E & 9 rinteffisifiéd index testing to optimize/mop up testing of
contacts/networks
E &:®siablish casebased surveillance for public health approach to
g .- 1 case finding
targeted OPD | E & fnain case finding strategy- public health approach
Bring efficiencies | testing PITC:
tocurrenttesting |E 4 Al PiI|E - Al T OOOEQOEITh 4" h 34)
Mombasa Urban area modalities to halt of E /0% Orsiomaged, §ymptombased opt out testing.
increase case partner Self-Testing:
identification testingforkP |E & AAEI EOU AT A AT i1 01 EOU AEOOOEA
awaiting E O0OOEOAOA OAAOQI O Adcsdiq AiVETisubsidaé E
certification prices, dispenserg

HEI:

E 4AOOEIT C A& O
Pediatrics>2 years:

E 50A 1T £ OAOAAT ET ¢ Al Ci OEQEI

(%) xEI1T AA Al ECITA
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PMTCT:

ECase finding for PBFW will be enhanced through maternal retesting as
per national guidelines

VMMC:

E isk-based, symptombased forage 15 years

Target populations:

FKP - social network testing.

Note: All measures to ensure implementation of index testing with fidelity and safety considerations as guided in table 4.1.2. abewvill be observed in all PEPFAR supported facilities. PEPFAR agencies
in collaboration with stakeholders will monitor and provide oversighttoward ensuring inculcation of safety measures within index testing programs.
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Table 4.13 Case Finding Activities Based on Art Coverage Category: Reboot

ART
Coverage

<70%

48 | Page

Subcategory Strategic shift Stopping Scaling up
Index testing:
E 2AAOA E & 9 tinteffisifiéd index testing to optimize ICT cascades
current E &estab¥ish casebased surveillance and recency for public health
testing approach to case finding
strategies to PITC:
align to E -Al 1 OOOEOQEITh 4"h 34)
aggressively E /0% Oidkdésed, sgmptom basedDTC testing
accelerate E 30ADPI DOl AGEI 1 O x EdptoutSeli-festimyOET Al
case finding ETemporary halt Self-Testing:
. to scale up porary E &AAEI EOU Adsdd diftibitibndi HAVST
High PLHIV, ART of partner testing HEI -
high coverage | .\ erage. ‘;Oerm'jf;:tﬁar:“”g E 4AOOEIC A O (%) xEIi AA Al ECiA
E 2AOEA Pediatrics>2 years:
HRH E 50A 1 malgokramA AT ET C

requirements
and right size
for effective
case

PMTCT:

FCase finding for PBFW will be enhanced through maternal retesting as
per national guidelines.

VMMC

identification E isk-based, symptombased foraged >15 years
Target populations :
E +d0cial network testing.
Z -2vBluate Index testing:
current E & 9 tinteffisified index testing to optimize ICT cascades
testing E &astab¥ish casebased surveillance and recency for public health
strategies to approach to case finding
align to FETemporary halt PITC: C s n m A s oA 2w oA~ .
Medium aggressively of partner testing E - Al OOOEOEI T h 4" h 34)
PLHIV accelerate for KP awaiting E / 0 § Qiék@);é)sﬁdl,ﬂs@rppfom based DTC testing o
case finding e E 3O0ADI BOI AOEI | O x poBut<elttasting OET Al
certification .
to scale up Self-Testing:
ART E &AAEI EOU MAdsdd didtibitibn®di HE/ST
coverage. HEI :
E 2AO0EA E 4AOOET C A1 O (%) xEII1 AA&uidklingsCl A
HRH Pediatrics>2 years:
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requirements
and right size

E 50A 1 £ OAOAAT ETI ¢ Al Ci OEOQEI
PMTCT:

for effective E #AOA EETAET C £ O 0" &7 xEII1T AA
case per national guidelines
identification VMMC:
£ isk-based, symptombased foraged >15 years
Target populations :
F  +d0cial network testing
Z -2vAluate
current
testing Index testing:
strategies to E & 9 dintefisdiéd index testing to optimize ICT cascades
align to E & BstalMishcasebased surveillance and recency for public health
county gaps approach to case finding
toward PITC:
accelerating E -Al1OOOEOQEITh 4"h 34)
case finding E /03 Oidkdésed sgmptombased DTC testing
to scale up E 30ADPTI DO1 AGET 1 O x oftBut ®@Ibtésiing OE T Al
ART coverage Self-Testing:
EConsider Z 4A0 BT OA|E & A A E ¢omr@udity Addsdd distribution of HIVST
Low PLHIV targeted of partner testing HEI: o o o A S
community for KP awaiting E 4AO0O0EI C A O (%) xEI1 AA Al ECITA
testing to certification Pediatrics>2 years:
reach E 50A 1T &£ OAOAAT ET ¢ Al Cci OEOQEI
nomadic PMTCT:
communities E #AOA AEETAEI C A O 0"&7 xEI1l AA
E 2AOEA per national guidelines
HRH VMMC:

requirement
and right size
for effective
case
identificatio n

E isR-based, symptombased for 15+ years

Target populations :

Z  +ddbcial network testing.

FCommunity based strategies- for specific populations e.g.nomadic




Index testing:
E & 9 tinteffisified index testing
E & estalMish casebased surveillance for public health approach to

case finding

PITC:

E -Al 1T OOOCEOQGEITh 4"h 34)
Re-evaluate E -palient testing and OPD testing - risk-based, symptombased
current EMen aged25-35 years opt out self-testing
testing HEI:

Large county, strategies to E 4A0 DI OA E 4AOO0ET C A Oedto¥e natiofdl PMTATAguidelingsC 1

difficult align to of partner testin Pediatrics>2 years:
. county gaps P SSUNG ' g 5 OA T £ OAOAAT ET C Al Ci OEOEI
terrain, low for KP awaiting i
coverage toward certification PMTCT:
9 accelerating E #AOA MEETAET C £ O 0" &7 xEIIT AA

case finding per national guidelines
to scale up VMM C
ART coverage £ isk-based, symptombased for 15+ years

Target populations :

E +d0cial network testing, index testing

ECounty-based strategies (for specific populations, e.g. nomadic)
ETargeted community testing in specific hot spots using mobile
strategies.

FUsing SNSto reach out to AYP

Note: All measures to ensure implementation of index testing with fidelity and safety considerations as guided in table 4.1.2. abewvill be observed in all PEPFAR supported facilities. PEPFAR agencies|
in collaboration with stakeholders will monitor and provide oversighttoward ensuring inculcation of safety measures within index testing programs.

50| Page




Table 4.14 Finding Men: Strategies by County ART Coverage

High ART Coverage Counties

Medium ART Coverage Counties

Low ART Coverage Counties

Adult Men

Adult Men

Adult Men

=a =4

HIV active case surveillance usinga
public health approach.

Index case testing withrobust
emphasis on implementation
through a voluntary-based
approaches and systems.
Socialnetwork testing.
Symptom-based testing (DTC)
including testing of patients with
symptoms of STl and TB aiming to
reduce testing volumes.

HIV self-testing through utilization
of community -based distribution
channels and FBO initiatives to
reach young men in communities.
Recency testing and hot spot
mapping to guide targeted case
finding efforts.

Scale up eHTS to improve data
quality, reporting, utilization

= =4

Appropriate messaging and demand
creation for uptake of HTS among men.
Index case testing withrobust emphasis on
implementation through voluntary-based
approaches and systems.

Socialnetwork testing.

HIV self-testing through utilization of
community -based distribution channels
and FBO initiatives to reach young men in
communities.

Implementation of stringent integrated
HTS eligibility/TB screening and age and
risk-driven testing for all eligible persons.
Immediate linkage of >95% of allnew
positivesthough interventions like linkage
officers, tracking registers, locator forms,
call back systemsand retrospective
tracking of unlinked clients as well as peer
escort systems.

Scale up eHTS to improve data utilization
and reporting systems.

Recency testing and hot spot mapping to
guide targeted case finding efforts
Appropriate messaging for demand
creation for uptake of HIV testing services.
Implementation of stringent integrated
HTS eligibility/ TB screening and age and
risk-driven testing to reduce testing
volumes.

Index case testing withrobust emphasis on
implementation through voluntary -based
approaches and systems.

Immediate linkage of >95% of allnew
positives.

Testing of all women with unknown status
at 1st ANC visitand subsequent visits for
those opting out at 1st ANC visit.

HIV self-testing through utilization of
community -baseddistribution channels
and FBO initiatives to reach young men in
communities.

Scale up eHTS to improve data utilization
and reporting systems.
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4.2 Retaining Clients on Treatment and Ensuring Viral Suppression

YT #/ 04T h 0%0&! 260 A AOO EO Al OOOET ¢ OAOAT OEI
adherence to ART for optimal viral suppression in order to maintain the health of PLHIV

and achieve epidemic control. PEPFARKenyaand partners will fully implement r etention-

related Minimum Program Requirements (MPR) in all PEPFARsupported sites as these

have a known impact on retention. MPR include:

1) Direct and immediate (>95%) linkage of clients from testing to treatment across age,
sex, and risk groups

2) Rapid optimization of ART by offering Tenofovir/ Lamivudine/Dolutegravir (TLD)
to all PLHIV weighing >35kg (including adolescents and women of childbearing
potential), transition to other DTG -based regimens for children weighing >20kgand
phase out of all neviragnezbasedregimens.

3) Elimination of all formal and informal user fees in the public sector for access to all
direct HIV services and medications, and related services such as ANC, TB, co
trimoxazole, cervical cancer, PrEP, and routine clinicalservices affecting access to
HIV testing and treatment and prevention. Community -led monitoring activities
will help assure informal user fees are eliminated.

4) Adoption and implementation of differentiated service delivery models, including
six-month multi -month dispensing (MMD) and delivery models to improve ART
coverage of men and adolescentsIMD models of care should also be implemented
for stable PBFW and children to ensure continuity of ART access, especially with
COVID-19.

4.2.1Improving Retention and Suppression among the Newly  -Initiated and At Risk
COP20 will put more emphasis on adequate treatment preparation and adherence sessions
as a strategy to retain patients newly initiated on ART. The highest risk groups for poor
retention are men aged <40 years and women aged <35 years. In particular, PEPFAR Kenya
reported low proxy retention rates among femalesaged 1824 years (70%), males aged 25
39 years (78%), and females aged 23 years (80%). Taking into consideration the facbrs
contributing to poor retention in these groups, COP20 will support efforts toward scaling

up age and sexappropriate retention and re-engagement strategies across all PEPFAR
supported sites to maximize impact.

COP20 will also continue to strengthen responsive clientcentered differentiated service
delivery models to address attrition. Subpopulations such asolder working men, school-
going children, and adolescents and young adultsvill benefit from flexible clinic operating
hours and appropriate appointment spacing. PEPFAR Kenya is already supporting multi
month prescriptions and will continue to work with the Ministry of Health to fast track
policy formulation allowing for up to six months dispensing of ART.

COP20 will support community ART groupsto take HIV services closer to clients, ensuring

that their life goes on as uninterrupted as possible. PEPFAR Kenya will ensure PEPFAR sites
AEOPI AU AT A A1 £ OAA DPi 1 EAEAO 11 DAOEAT 00686 OE
community CSO groups to monitor implementation. The program will ensure regular and
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systematic monitoring and follow-up of non-linkers, missed clinic appointments, and
patients defaulting treatment using HTS registers, appointment registers, missed
appointment lists, defaulter registers, and lostto-follow up reports from EMRs. Partners
will implement a system of appointment reminders with priority given to high
risk/vulnerable groups such asViremia clients, men, and younger cohorts. To promote
accountability, sites will establish stakeholder engagement forums with appropriate
representation from key subpopulations to provide input on service design, monitoring,
and improvement.

In COP20, PEPFAR Kenyawill put em phasis on a clientcentered approach for traced
clients whose treatment has been interrupted and arereturned back to treatment.
Coordinated facility and community strategies will ensure a consistent affirmative
messaging that provides positive reinforcemat for re-engagement while addressing
underlying barriers to adherence and retention. The approach should be tailored to
individual clients while rapidly linking traced defaulter clients to treatment sites.

PEPFAR Kenya will also work together with commuiities of PLHIV, young people, andKP
to set up community level-support groups that allow PLHIV to be supported both at facility
level, as well as at community level. This will be a continuation of COP18 €@mmitment to
work with communities to scale up retention.

4.2.2 Improving Retention and Suppression Among Children

COP20 will continue to support efforts to improve retention through scale up of best
practicessuch asfamily -centered differentiated models of care for children. Stable parent
child pairs will benefit from multi -month refills, fast-track refills at the facility, as well as
community refills together with their family members at community ART distribution
points. Unstable pairs will receive frequent follow up, family-centered psychosocial
support, home visits, linkage to OVC, and directly observed therapy (DOT) where
applicable. PEPFAR Kenya team will workvith the Ministry of Health toward policy change
including MMD among children, with 3-month refill and 6 months spacing for CLHIV aged
5-10 years, familyfriendly scheduling, and consideration given to selecting times and dates
for school-going children. COP20 will support the establishment of formal relationships
with OV C IPs to address the psychosocial and economic needs of children and higtisk
adults who are caregivers and to utilize case management approaches, including linkage
with OVC services.

COP20 will continue to support efforts at phasing out nevirapine-basedregimens by the
end of April 2020 and optimizing treatment among children and adolescents.

4.4.3 Improving Retention and Suppression among Adolescents and Young People

For adolescents and young people living with HIV, COP20 will scale upuse of optimized
DTG-containing regimens for all eligible clients. As with children, MMD and family -
centered approaches for drug pickups will be implemented. Both healthcare workers and
peer-led psychosocial groups will be utilized for treatment literacy and knowledge.
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Learners will be supported at school to adhere to medication and provided disclosure
support.

COP20 will continue to support community approaches to increase adolescent and young
adult adherence through peer groups and treatment buddies COP20 will use Operation
Triple Zero champions to promote appointment keeping and adherence, as well as work
with schools to decrease stigma, discrimination and violence against ALHIVs. PEPFAR
sites will be supported to continue provision of psychosocial support andeducation related
to transition to adult HIV treatment using transition readiness assessments. Through
community engagement forums, sites will meaningfully engage adolescents and young
people and incorporate their feedback to further improve design and program
implementation .

4.2.4 Improving Retention and Suppression Among Adults

In COP20, PEPFARKenyawill continue to support ART optimization to ensure complete
transition of all eligible PLHIV to DTG -based regimens as preferred firstine treatment
including the newly-identified positives linked to treatment. In FY19, Kenya reported
495,623 patients (44% of all patients on treatment) on MMD. The program team will work
closelywith the Ministry of Health to adopt policy on 6-month MMD and fast track a drug
refill model to ensure scale up of MMD to eligible PLHIV across all PEPFARupported
sites.

The program will support provision of flexible or extended clinic hours for working clients
and convenient community ART refill systems, including decentralized drug distribution
in private community pharmacies. Male-friendly services- such as menonly clinic spaces
and fast track waiting times for working men - will also be implemented. PEPFAR Kenya
will enhance psychosocial support through scaleup of enrolment of newly-initiated
PLHIVs to support groups.

PEPFARKenyawill implement a patient tracking system including a tracking log or missed
appointment register capturing information needed to track patients, methods, and timing
of attempting contact, and outcomes of each attempt. Sites will continue to integrate SIMS
into their CQI activities and triangulate SIMS data with MER to identify gaps for decisiorn
making and program improvement.

4.2.5Improving Retention and Suppression within PMTCT

In FY21, the PMTCT support will be restructured to focus on retention on ART, VL testing
coverage and viral suppression. The program will support development of clientcentered
high-risk categorization and management and improve ART cohort register
documentation including reporting. Capacity strengthening for mentor mothers will be
supported to provide structured peer-led support to improve adherence, retention, and
viral suppression among HIV positive pregnant and breastfeeding women. Individual case
management will be promoted. To address low VL testingcoverage reported in COP19, the
program will conduct a data audit from the ART cohort register to confirm documentation
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and coverage followed by harmonization of the processes and measurements (VLC and
VLS). Cohort data reporting will be extended beyond ste level (county, IP, and national
level). PBFW and development of PMTCT-specific Undetectable=Untransmissible (U=U)
messaging in support of VL literacy.

4.3 Prevention , Specifically Detailing Programs for Priority Programming

4.3.1 DREAMS: HIV Prevention and Risk Avoidance for AGYW and OVC

The goal of the DREAMS Kenya Program is to reduce new HIV infectionand prevent and
respond to violence among AGYW. In COP20, DREAMS will continue to prioritize
implementation within the high burden counties, targeting 321,491 of the most vulnerable
sub-population of AGYW (aged9-24 years).

Characteristics of the most vulnerable AGYWinclude being out-of-school, orphanhood,

inconsistent condom use, having more than one sexual partner in the last six months,
having sex with older men or engaging in transactional sex/sex workhaving an STI,being

married early, and experiencing some form of violence. The program will continue to scale
up implementation within the current DREAMS SNU swith the aim of attaining s aturation

in Kisumu, Siaya, Homaay, Migori, and Mombasa.

The core package of interventions in DREAMS work collectively to address HIV
prevention at different levels. At the individual level, DREAMS empowersAGYW to reduce
risk for HIV, unintended pregnancy, and violence. At family level, DREAMS carries out
economic activities for families, supports positive and effective parenting, and targets
sexual partners of AGYW with highly effective HIV interventions such as HTS, VMMC and
ART. At community level, DREAMS worksthrough interventions that educate AGYW and

young men and mobilizes communities for norms change with the view of keeping girls

HIV free and safe from violence.

1O OEA EIi PAAO T AE£ $2%!' -3 Ai 1T OET OAO O AA
program will continue to address quality gaps and focus on educational subsidies and
economic strengthening among the AGYWs agel 1524 years, including working closely
with partners to monitor program package completion across age bands in FY20 and FY21.
As at end of December 2019, a total of 197,872 AGYW had completed the required DREAMS
package of interventions with a coverage of vulnerable AGYW of only 26% and avard
coverage of 57%. The program will increasés geographic footprint in all the wardswithin

the saturation counties (older DREAMScounties) while scaling up service completion rates
for expanded DREAVIS programming.

Achieving a layered core package of services for vulnerable AGYW and avoiding
piecemeal approach in implementation in various locations calls for wellcoordinated
activities, standard operations procedures(SOPSs) joint planning , and tracking of layering
at the individual AGYW level. The program will therefore strengthen DREAMS/OVC
integration and coordination with county stakeholders and local partners to maximize use
of the current platforms to reduce AGYW vulnerability and new HIV infections. To
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effectively track service integration, the DREAMS database will be further developed to
include utilization of unique identifiers for OVC (CPIMS unique identifier) supported in
the DREAMS program. The database will also help track the target gaulation of AGYW by
age categories who are receiving the full core package of services, including the number of
interventions received by beneficiaries to monitor overall partner progress toward
achieving full layering.

4.3.1.1Primary Prevention Among 9 -14Year-Olds

The DREAMS Kenya program reached 116%A6YW aged9-14years(58,372 out of 50,400
annual target) by APR 2019. The DREAMS program will continue to strengthen HIV and
violence prevention in girls aged 914yearsthrough age-appropriate interventions while
enhancing layering to meet the multiple needs of the vulnerable girls, their families and
their communities. In COP20, the target for this subpopulation will increase to 54,447,
targeting them with primary preventi on interventions aimed at preventing any form of
coercive, forced or non-consensual sex and preventing early sexual debut. These
interventions will continue to incorporate skills that support healthy decisions, prevent
violence, as well as monitor school etention. Additional interventions will target the
communities and families surrounding these adolescents through small group
interventions to increase communitE A O 6A AMGAI\CE OAOOGGE OEEIT T O AT A ETI
support adolescents. The program will inrcrease the proportion of female OVC at risk of
contracting HIV receiving intensified HIV and violence prevention interventions in the
$2%! -3 POI COAI xEOEET OEA $2%! -3 3.5808

#/ 041 DIATTEIC EAO OOEI EUAA OEpostdoletrcé Gae OO0 OA L
county-based targets. The program will therefore strengthen GOK preventiorand response

to violence by supporting communities and caregivers through awareness raising,
sensitization, service delivery points and referral protocols. In addition, the program will

support health care workers through training and supporting gender-based violence(GBV)

recovery centers located within the high burden counties to support GBV survivors, the

majority of whom are adolescents. Through DREAMSaccelerated AGYW sensitization on

GBV, demand for services will also be created.

4.3.1.2Quality Improvement and Layering

Provision of multiple evidence-based services from the DREAMS core package of services
(primary, and additional secondary or contextual) to each beneficiary is a core principle of
DREAMS programming. In COP20, the DREAMS program will intensify its efforts to
actively link beneficiaries to actual services at safe spasaas initiated by the provider for
biomedical interventions, as opposed to passive referrals to ensure that full layering takes
place. Close monitoring of partnerdperformance will be prioritized to ensure that most of
the services required are offered at the safe spaces as applicapdad in a timely manner.
To achieve full layering, in COP20 the program will implement different approaches that
include:
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1 Collapsing some of the modules inthe financial capability intervention (financial
literacy) without losing the core elements to reduce the time it takes to complete
the intervention
Baseline HTS and subsequent testing based on assessment for eligibility
Developing a monitoring system that tracks multiple intervention delivery during
small groups module-based sessions at the safe space level
1 Enhancing DREAMS program linkage to health facilities for strengthened facility-
community linkage and cross referral
1 Working with mentors to create demand for services among AGYW with poor
layering and analyzing the AGYW_PREYV indicator atvard and safe space level on
a regular basis to inform how to direct specific intervention implementation and
reduce the risk of duplicative service provision.
The program will also encourage formation of CQIl teams to help analyze specific
challenges with service package achievement. This will inform review of delivery modes,
strategies and settings as applicable. In COP20, the programtogether with relevant
stakeholders, will target beneficiaries to responsibly transition AGYWaged >25 years

= =

4.3.1.3Progress and Specific Plans for COP20

By APR 2019, PEPFAR program in Kenya achieved a 60% service completion rate with
177,585 AGYW completing primary packagand required secondary intervention out of
257,020 activeAGYWsin the program in 2019. In COP20, the program has increased the
annual targets from 252,000 to 321,491 AGYW with a greater emphasis on saturating current
$2%! -3 3.508808 4EA Asgifed i@ I2@EB0%28%: 206 inECOPILI to
20%:35%:30%:15% in COP20 fthre age bands9-14years 1517years 1819years,and 20-24
years respectivelyDREAMSD 1 AT O O1 AZ£AOO OOAAE EIi bl Al AT OAQEI
to increase the number of AGYW conpleting the primary package of services while
attaining saturation in Kisumu, Siaya, Homabay, Migori, and Mombasa. Ward coverage in
these counties will be guided by HIV case finding and population estimate of AGYW. In
view of reduced HIV incidence in Kiambu and programmatic experiences in finding the
most vulnerable girls, the program will target to achieve 50% saturation. In Nairobi, the
urban model of implementation will be used to achieve a saturation of 60%.

Qu

" AT COAPEEA A@DPAT OEIT 1 swilbh®delicved Dioulh taii3iton df blder 3 . 5
AGYW who complete all required DREAMS package of interventions. These are exited from

the program and newly-identified vulnerable AGYW are enrolled into the program. It is
expected that there will be internal AGYW-based transitions and additional age
appropriate services will be layered as AGYW transition to the next age category.

Of the 321,491 AGYW to be rehed in COP20, the distribution of AGYW targets by SNU
was arrived at based on the following:
1. Calculation of total at risk (aged1G14year9 and (aged1524 yearg based on OGAC
guidance on vulnerabilities
2. Calculation of expected population of AGYW to reach 75% target saturation
3. Already completed DREAMS package and coverage asfay20Q1
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Gap analysis to reach 75% saturation

5. Estimated expected number of AGYW to fully layer/complete package of required
interventions and total fully layered by FY20 Q4 to gé the projected coverage at
FY20Q4

6. Gap to saturation (75% saturation) while adjusting the gap expected in Nairobi and

Kiambu to get the new targets and projected coverage

Below is the COP20 target distribution by age and County

Table 4.3.1 FY20 DREAMS Targets by SNU and Age Group

SNU Distribution 20% 35% 30% 15%

Total 9-24 9-14 1517 1819 20-24
Homabay 32,666 4,473 11,262 10,143 6,789
Siaya 10,164 4,715 2,581 2,603 266
Kisumu 22,779 4,479 7,966 6,846 3,487
Nairobi 112,17 18,743 39,043 34,087 20,299
Kiambu 44,742 6821 15,100 13,968 8,853
Mombasa 47,524 7,693 16,482 14,559 8,789
Migori 51,444 7,523 17,775 15,894 10,251
TOTAL 321,491 54,447 110,209 98,100 58,734

In COP20, PEPFAR Kenyawill continue to improve DREAMS and OVC integration.
PEPFAR Kenyavill work collaboratively with OVC to reach additional girls aged9-17years
enrolled in OVC who are at increased risk of HIV infection and violence in DREAMS SNUSs.
These AGYW will be provided with primary prevention of sexual violence and HIV
interventions, which form part of the DREAMS package.

PEPFAR Kenya will reach 186,931 adolescent girls and boys with school and community
based HIV and violence prevention interventions. All the AGYW will be assessed for HIV
testing and all individuals eligible will be offered a test. PEPFAR Kenya will:
1 Aim to reach 80% coverage in HIV testing for those eligible for testing
Initiate 14,000 AGYW ages 124 years on PrEP
Provide condom education to 186,931 AGYW ages 25 years
Offer post-violence care services to 16,075 AGYW
Support 35,285 young women to gain vocational skills and access ndREPFAR
supported economic strengthening opportunities
1 Reach 32,800 parents and cagivers of AGYW ages 97 years with
parenting/caregiver programs
1 Support 79,761 AGYW to remain in school or progress to secondary schools

T
1
T
T
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4.3.1.4 Social Asset Building

COP20 will reach 321,491 AGYW within the7 $ 2 %! - 3 3. 56 @n aSdetbdsed C E
mentorship program. The program will strengthen safe space activities to improve service
layering and monitor intervention completion. PEPFAR is currently promoting innovative
ways of enhancing safe space participation among young women out of school age8-24
years to accommodate their childcare and economic responsibilities. The program will
reduce frequency of safe space meetings to improve participation and retention. Priorities
for COP20 DREAMS implementation will involve exiting older AGYW who are fdly
layered, while systematically identifying and engaging additional AGYWwho are most
vulnerable to HIV acquisition, improving the package of economic strengthening services
offered to AGYW (including exploring potential job opportunities), accelerating PrgEP
uptake,andEi DOT OET C $2%! - 3 AT OAOACA Oi AAEEAOA
The program will also work closely with the PMTCT program to manage referral and
linkage of pregnant AGYW age<24 yearswhile ensuring that all the DREAMS beneficiaries
complete the core package of relevant services

4.3.16 Reaching Male Sexual Partners of AGYW:

The program will continue to use the safe space platform to characterize male sexual
partners of AGYW and work with other PEPFAR programs to reachmale sexual partners
with effective biomedical services such as HTScondoms, VMMC, ART, and violence
prevention. AGYW aged>18 years enrolled in DREAMS will be encouraged to discuss the
referral services with their sexual partners as well asfacilitate referral for services to their
partners.

4.3.77 PrEP

DREAMS will continue to scale up PrEP among eligible AGYWAged 1824 years while a
total of 267,044 AGYW age 1524 will be targeted with PrEP information, education, and
communication. An estimated 14,261 AGYWiged 1824 years will be newly initiated on
PrEP. Key priorities will include community sensitization to reduce myths and
misconceptions around PrEP and to increase demand among eligible AGYW.

4.3.18 Combined Socio -Economic (CSE) Approaches

Achievement in CSE interventions has been low.COP20 will continue to work with
implementing partners to support market-driven vocational training, linkage with private,
national, and county government entities to secure employment and entrepreneurship
opportunities for DREAMS beneficiaries. PEPFAR Kenyawill explore potential job
opportunities and tailor vocational training to such opportunities. A total of 216,877 AGYW
will be taken through financial capability training, out of which 35,285 will be screened for
readiness for business stardup, trained on entrepreneurship, and linked to financial and
loan institutions , as well asother government grants such as the youth fund. Addtionally,
44,114 will be supported through fee subsidies, transpgrand baby minders to join TVET
institutions for vocational training. Additional AGYW Ambassadors will be identified and
linked to employment as mentors or trained as facilitators or data clerks in the DREAMS
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program. PEPFAR Kenyawill work closely with the DREAMS Ambassadors to identify
AGYW for specific economic strengthening interventions as appropriate.

4.3.19 Collaboration with Global Fund

PEPFAR programs will be aligned to the GF investments to expand coverage for DREAMS
into Kisii County. The program will work closely with NACC and the GF recipient partner

to discuss existing structures and opportunities to facilitate geographic expansionand
saturation. The program will actively participate in national and county adolescent and
youth technical working groups and related fora.

4.3.110 Monitoring Strategy

In COP20, we will continue to work with UCSF Global Program to conduct routine
interagency quarterly program review meetings with USG implementing partners and to
participate in NACC-led AGYW program review forums and data sharing processes. At USG
level, there will be intensified monitoring with greater emphasis on service package
completion while identifying and providing technical support to underperforming
partners.

4.3.111 Summary :

1. Kenya will continue to implement DREAMS in 7 SNUS (Homabay, Siaya, Kisumu,
Migori, Nairobi, Mombasa and Kiambu).

2. The program will reach 321,491 adolesnt girls and young women ages 24 years
with comprehensive biomedical, behavioral, social protection and structural
interventions based on the Kenya DREAMS package of interventions.

3. Key priorities include increasing coverage and layering of interventimms among
AGYW to reach saturation.

4. Keys interventions to be strengthened include socieeconomic strengthening to
create opportunities for AGYW employment in DREAMS and expaned access for
vocational training.

5. PEPFAR will support GOK to strengthen violence prevention and response
including sexual and genderbased violence medical and forensic managementg(.g.
training health care workers to support a comprehensive clinical package of post
violence care).

6. Expanding PrEP uptake by providinginformation and education to 267,044 AGYW
to create demand for PrEP services

4.3.2 Children and PMTCT

4.3.2.1 Children and Adolescents

In COP20, PEPFAR Kenya in collaboration with the Ministry of Health will implement the
SURGELEAP strategies withheightened partner monitoring and support to increasethe
number of C/ALHIV identified and linked to care and treatment. Biological children of
index clients - both male and female - will be tested as part of the ongoing index testing.
Positive children will also be considered as index clients and their child-siblings and
biological parents will be offered a test.
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COP20 will support violence screeningand identification before and after index testing
services to avoid unintended violence for these index dients. Conventional case
identification among children will use different strategies for sick and well children. For
sick children, COP20 will continue to support testing of all children at high-yield entry
points including pediatric inpat ient wards, TB units, and malnutrition clinics. Guidelines
on strict adherence to the 5Cs as entrenched on the HTS guideline of 2015 will be enforced.
Within the outpatient department, children will be screened for eligibility for HIV testing
using an ageappropriate, pediatric HIV testing screening tool. Those eligible will be
offered an HIV test. Early identification and linkage to ART for HEI will be enhanced
through optimized HEI screening, enhanced uptake of EID within 2 months of birth, and
enhanced mother-infant pair follow -up through longitudinal cohort tracking.

Due to high MTCT rates observed during breastfeeding, COP20 will work closely with OVC
partners to follow up breastfeedingwomen who are newly enrolled, unsuppressed, have a
history of lost to follow -up, and AGYW as a priority at household level PEPFAR Kenya will
jointly develop a checklist to aid OVC case workersn understanding what to monitor (e.qg.
drug adherence, nutrition/optimal weight, EID monitoring, adherence to infant feeding
guidelines, and immunization). COP20 will strengthen linkage to OVC programs for
CLHIV. Children and adolescents who experience sexual violence will be offered a package
of services includingHIV prevention HTS, PER, or linkage to care if identified as positive.

COP20 will support identification of HIV -infected adolesents through SNS, HIV self
testing, and peer-led approaches.Enhanced psychological/mental health support systems
will be provided for adolescents who test HIV positive. Sexually active adolescents will be
offered assisted partner notificaion services @PNS). Peernetworks such as those
developed through Operation Triple Zero will be utilized to obtain index cases for socid
network testing. COP20 will support the use of HIV selftesting to identify adolescents and
use peers to distribute the HIV selftest kits and link the positives back to facilities for
confirmation.

In order to accommodate in-school adolescents,COP20 will also support facilities to

provide flexible hours for HTS, including Saturday and school holidays for inrschool youth.

COP20 will support collaboration with PMTCT to identify pregnant and breastfeeding

adolescents and link them to Operation Triple Zero in a way that caters to the pregnant
adolescent.Recency testing data will be used to map transmission irhot spots to improve

targeting of HTS. Adolescents on the OVC platform will be screened for rik using the girl

roster tools and the HIV screening tool with appropriate linkagesto HTS and partner

testing.

Finally, through targeted messaging to caregivers and parent$EPFAR Kenya will support
demand creation for pediatric and adolescentHTS. COP® supports utilization of social
media platforms to reach out to adolescents with messages on HTS and use of faihased
platforms to promote messages on pediatric and adolescent HTS.
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4.3.2.2 PMTCT

PEPFAR Kenya will collaboratewith the DREAMS program to enhance identification and
referral of PBFW from the community to health facilities for services including PMTCT.
Identification of incident HIV infections among PBFW will be enhanced through maternal
retesting as pernational guidelines and per referrals and linkage to PMTCT services. PrEP
will be availed for AGYW and PBFW identified to be at increased risk of HIV acquisition
and referrals and linkage for AGYW to OVC services will be strengthenedPregnancy
intention assessment and support including family planning services will be enhanced to
reduce unmet need for family planning and early identification and referral of pregnant
women for services. HEI screening at immunization clinics to identify HEI from women
diagnosed HIV positive during ANC, as well as new HEIs from women who missed ANC or
who tested HIV positive following a negative HIV test at ANC, will also continue to support
early identification and infant diagnosis of HEI infants as per national guidelines Those
who test PCR positive shall be linked to treatment.

4.33 Key Populations

In COP20, PEPFAR will continue to address key programmatic gaps in the prevention and
clinical cascade among KP to achieve HIV epidemic control leveraging théransformative
health systems investments made in the FY20ln COP20, 95% of FSW, MSMand PWID
based on the NASCOP 2018KP size estimateswill be targeted in 24 counties. These are
counties categorized as high and medium burden based on Spectrum HIV estiates 2020.
In COP20, PEPFAR will continue to build strong partnerships with the Key Populatiors
Consortium, other KP-led and competent CSOsincluding Trans* organizations to ensure
the KP program is owned and managed by KRor accelerated epidemic control. Achieving
sustained epidemic control will be predicated on achieving optimal coverage of both
prevention and clinical cascadesalong the 9595-95 cascade.

The COP20 KP program will focuson optimizing population coverage, and accounting for
the full prevention and treatment cascade. PEPFAR together with GF targets to reach 95%
of all KP subtypes in Kenya with HIV prevention interventions, identify and link to
treatment 95% of the KP living with HIV, and ensure viral suppression amongst95% of all
KP on treatment. Through the leadership of the Ministry of Health, there was enhanced
geographic and population rationalization between PEPFAR and GF KP programming to
increase efficiencies.The KP program in COP19with technical assistance flom OGAC in
consultation with the Ministry of Health, was redesignedwith focus on optimizing
coverageand improving program quality to achieve 95-95-95 by 2025.

In COP20,PEPFARKenya, in consultation with KP community groups , will support service
providersin ensuring that KPs are offered options at sites where theyeel comfortable to
get treatment and prevention services. To do this, the KP program in COP20 shall expand
its reach through partnering with the KP community in the delivery of services thraugh
outreach models and DICEs (e.g.KP-specific stand alone and integrateddrop-in centers
and safe spaces PEPFAR Kenyahall employ community ART delivery models to address
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physical and psychological barriers to uptake and retention ofKPsliving with HIV on ART.
COP20 shall focus on capacity-building within KP-specific sites and DICE to provide
comprehensive HIV servicesncluding ART.

In COP20, PEPFAR will continue with HIV prevention and treatment programming for the
TG population in Nairobi, Mombasa, and Kisumu Counties where a significant TG
population was mapped in the KPSE 2018. COP20 will scale up the peer outreach model at
KP hot spots and safespaces andstrengthen integrated public health facility approaches to
ensure optimal reach and program sustainability. The program vill scale up SNS to
enhance hot spot-based outreach services, with a specific focus on reaching new and
younger MSM, FSWs, PWID, and TG populations. Strategies to improve service uptake
including recruitment of new peer leaders, promotion of long-serving peer leaders into
outreach workers and HIV prevention officers, health worker training to offer KP-friendly
services, increased targeted outreaches, and use of social mediaill be intensified.

The program will coordinate with KP communities to offer health care worker sensitization
at KP select referral public health facilities to provide friendly and dignified integrated KP
services. In addition, PEPFAR will support sensitization ofcounty government health
teams, community workers, and local adminidration including chiefs, police, and others
to ensure a safe environment for KP programs. This will also include support for KRed
GBVI/IPV prevention, documentation, and response, including GBV/IPV cases that do not
require HTS. Differentiated care models for KP will be scaled up based on national
guidelines. KP will be provided a core package of services that includes condom and
lubricant promotion and distribution, targeted HTS based on risk, linkage and timely
initiation on AR T for those testing positive, TB screening and treatment, provision of PrEP
and PEP for all eligible patients, screening and treatment for STIs, peer education and
outreach services, risk reduction behavioral interventions, violence prevention and post
violence care, and alcohol and substance abuse counseling including
Undetectable=Untransmittable (U=U) messaging.

In COP19, the PEPFAR Kenya KP program was redesigned to focus on the®®-90 cascade
with the aim of achieving epidemic control by 2025 for KP,5 years earlier than the general
population. In COP20, there will be intensified efforts to institutionalize innovations
implemented for the 90-90-90 goal via funding from both COP19 and the Key Populatios
Investment Fund (KPIF) to achieve 9595-95 by 2®5.

In COP20, the KP program was redesigned to focus on KPLHIV identification, linkage to
treatment, and treatment optimization ensuring viral load uptake tracking and viral
suppression. The following innovative approaches, otherwise referred to as wrapraund
services, were proposed and are being implemented to increase access of KPLHIV to
treatment services:

1 Toincrease identification:  Social network testing (SNS),Risk Network
Referral (RNR) andExpanded Peer Outreach Approach (EPOA) were
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recommended and are being implemented, targeting FSW and MSM subpopulations.

These approachesise a model of peers for mobilization, identification and referral,

to expand program reach. The goal of the approaches are to help reach new KP

cohorts, and refer them for testing, including increasing outreaches at new hotspots.

1 Linkage to treatment. Both peer navigators and HTS providers were
recommended on equal strength and have been engaged to follow up KPLHIV
to enhance and optimize linkage . Strategies for @mhanced linkage include HIV-
positive client longitudinal follow up, through peer -reach, reach at hotspots, phone
calling or SMS text. Additionally, they support health facility navigation especially in
public health facilities, and treatment literacy (especially by the peer navigators).

1 Treatment Optimization:  Safe space (DICE) treatment models, integrated public
health facility and hotspot outreach service provision and drug refills were suggested
and are implemented based on client preference. KPLHIV wharefer safe space are
offered comprehensive treatment services with referral for TB services when not
available onsite.

o Both DICE and integrated public health facility service delivery models,offer
services that are enhanced for KP , including capacity building and training of
all their staff to offer KP friendly services that are nonrjudgmental and non-
stigmatizing services to KPs visiting or on referral for services, provision of services
tailored to the KP population, and inclusion of peers in service clivery.

o KPs who prefer by choice to seek treatment in regular norKP sites, are followed
up, to ensure uptake of ART and viral suppression.

0 During the COVID period, MOH provided guidance to all partners to provide up
to 3months multi -month ART dispensingfor all PLHIV regardless of their age and
viral load status to ensure continuity of services.

9 Viral load uptake and suppression:  The Kenya KP program uses an enhanced
PLHIV tracker that was first used by the PEPFAR program and has been adopted as a
national tool to track viral load due date, sample collection and results receipt,
document PLHIVs on treatment and services received. This has helped ease tracking
and reporting PLHIV accessing ART in other facilities, including tracking and
documenting VL results, and client follow up and support to ensure optimal
suppression.

To achieve the 1st 95, HIV testing will target newlyenrolled KP at outreaches at new hot
spots, using an innovative sexual network testing strategy to increase case identification.
Selftesting, including virtual network platforms for MSM communities, will be promoted.

For the 2nd 95, community ART initiation through integrated outreaches, sameday ART
initiations, shift to TLD, and a case management approach will be scaled up. Retentiowill

be enhanced through a robust appointment management system and defaulter tracking

with regular reporting of net new clients on ART, current on ART, and net losses.

#/ 04180 ¢O0OA yi OOOA OA Qndlete&dbldHUdrAnSriittabe AV=UR  ODP
messaging for KP and case management approaches both at facility and community level.
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Tracking of KP viral suppression by typology in referral facilities will be strengthened to
ensure optimal uptake of VL testing and interventions for viral suppression. Innovations

such as Shikamana which combines counseling by health providers with support from

trained peers to improve adherence among gay and bisexual MSM living with HIV for viral
suppression - will be implemented. TB screening among KPs living with HIV will be

continuously tracked and all presumptive cases investigated. Clients found positive will be
initiated on treatment. Clients who screen negative for TB will be initiated on IPT based on
eligibility.

The KP progran will continue to implement innovative strategies to improve reach and
case identification among KP. These will include SNS, enhanced peer outreach approaches,
and HIV oral self-testing targeting both KP and their sexual partners. Since KPs and their
sex partners are at ongoing risk for HIV acquisition, the program will scale up PreP
screening and enrollment as per the national guidelines to reduce HIV acquisition.

To increase service uptake, more Kfed organizations will be strengthened and sub-
granted to expand community-led KP service provision.DICEswill be supported including
provision of ART at all eligible DICEs alongside scale up of innovative case identification
and wrap-around comprehensive services. Differentiated care, including multtmonth
prescriptions, that enhances adherence and retention will be scaled up. A human rights
based approach will be adopted to ensure that all interventions address stigma and
discrimination. Through meaningful involvement of KP living with HIV, COP20 will
address leaks in the prevention and treatment cascade through improved linkage,
adherence, and patient literacy. PWID medically-assisted therapy (MAT) services will be
scaled up by adopting a mobile outreach model to increase access to highsk injecting
drug users unable to access the established static sites. PEPFAR will engage the Ministry
of Health to provide staff to MAT clinics to increase enrollment and uptake of services.

To monitor progress, robust data monitoring through comprehensive monitoring and
evaluation systems will be required to ensure that programs are ugo-date and can
intervene through real time use of data for decision making. The program will continue to
collaborate with the Ministry of Health through the NASCOP KP technical support unit
and other key stakeholders including GF and UNAIDS to continuously improve quality and
performance of the program.

The PEPFAR Kenya KP prograrhasaligned KPIF investment to the COP20 geographic and
accelemated case identification, treatment optimiz ation, and high impact prevention
interventions. In COP20, KPIF resources will also be aligned with the OGAC funding
landscape expectation of 70% for local implementing partners (LIPs) including sub
granting to local KP-led organizations. In COP20, PEPFARKenya is targeting to reach
136,297 FSWs, 80,064 MSMs, 1,635 PWIDgth 7,936 on MAT), and 1,641 TG with HIV
prevention and treatment services in 24 HIV high and medium burden counties. As part of
compliance with WHO guidance, the KP program has included people in prisons and
enclosed settings to ensure that persons under incarceration receive optimal,
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comprehensive HIV prevention and care services. In COP20, the program targets 6300
people in prisons with comprehensive HIV prevention, treatment, and support services.

4.34VMMC

+ATUAGO 6--# DOI COAI EO AOOOAT O U EI BI Al AT OA
approaching or past 80% MC coverage among males aged-29 years. Since 2017, the

country has been working toward an ambitious annual target to achieve MC saturation in

males aged 189 years while expanding services for boys aged-l@ years and contracting

service for males aged >15 years to match their declining service uptake due to saturation.

#1171 OANOGAT O1 Uh +AT UAGO AgAAI 1 AT O AT 1 Ohingly6- - # O
met from among boys aged <15 years for whom conventional surgical circumcision is now

known to be associated with a higher risk of glans injuries and urethral fistula. In COP20,

VMMC targets are therefore limited to males aged >15 years. Based on storical

performance and the number of circumcisions needed to achieve saturation in the 29

year age band, the national VMMC target will further decline from 300,000 in COP18,

through 200,000 in COP19 to 54,844 in COP20. Conventional surgical circumcisn of boys

aged 1014 years will stop but may be considered later if the newhntroduced strategies for

eliminating current safety concerns are fully in place. Glans injuries have virtually been

Al ETl ET AGAA ET +ATUAGO 6--# Doidgsalslitmebdof | xET C
surgical circumcision for all ages

In COP20, two VMMC focus counties that have reached 90% MC coverage in the-PS-year
age band (Nakuru and Busia) will be transitioned out of PEPFAR support for direct service
delivery but will receive limited COP20 funding for technical support during transition. As
such they arenot assignedservice delivery targets but will report results attributable to
PEPFAR inputs.

Six counties with MC coverage below 90% (Turkana, Kisumu, Homabay, Siayaigori
Nandi) will receive comprehensive PEPFAR funding. Lessons from a recentigoncluded
VMMC sustainability pilot funded by PEPFAR CDC will be applied in moving the entire
program toward full Ministry of Health leadership and financing. Early infant male
circumcision service outlets already established through PEPFAR support will all be
transitioned to the Ministry of Health. Areas of emphasis for VMMC in COP20 will include
client-centered demand creation and other innovations to increase VMMC uptake bylder
men, routine offer of VMMC to males aged >15 years who test HIV negative in HTS at
clinical and community settings, using VMMC as a platform for providing other health
services to males including tetanus toxoid (TT) vaccination and identification p lus
management of genital malformations. Support for continued operations of VMMC centers
of excellence at Jaramogi Oginga Odinga Teaching and Referral Hospital and Homabay
County Referral Hospital will continue in COP20.

4.3.5 Gender-Based Violence

In COP20, PEPFAR Kenya will continue to address genddrased violence (GBV) and
inequality across the HIV cascade. The program will address the following four priorities:
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Address intimate partner violence (IPV) in the context of PrEP, index testing, and
care and treatment (routine and clinical enquiry)

Provide postviolence clinical care services at HIV care and treatment sites
Improve linkage between community-based HIV and GBV prevention interventions
and clinical post-GBYV care services

Improve monitori ng of GBV case identification, prevention, and response activities

O¢ O«

O«

All certified sites conducting HIV index testing will be supported by COP20 to conduct
mandatory inquiry for IPV on all clients offered aPNS. Providers will be expected to duly
complete aPNS registers indicating that enquiryinto IPV has been done. Similarly, all PrEP
sites including DREAMS and care and treatment sites will be expected to conduct inquiry
into IPV at both ART initiation and at follow -up clinical visits. Subsequently, all sies will
be required to offer first line support (LIVES).

Clinical sites will integrate HIV and GBV clinical services. They will offer the full minimum
package of postviolence clinical care (as defined by the GEND_GBV MER indicator) and
referrals for local GBV response services. The program will implement the GBV quality
assurance tool and apply the SIMS standard at all sites to assess the quality of pesblence
clinical care services.

The DREAMS, OVC, and FBO and CSO programs will sensitize frontlinstaff and train
facilitators who will administer screening and enroliment as to how to ask about violence.
Additionally, staff will be re -oriented on their response as well as on how to provide first
line support (LIVES) and how to immediately refer to clinical and/or non-clinical GBV
response services. Referral cards and information that will assist survivors to access GBV
response services will be made available through facilitators and program staff. Survivors
who test negative will be linked to HIV and GBYV prevention programs.

All implementing partners will be monitored on GBV case identification, prevention, and
response on a monthly basis. MER and custom indicators that measure gender norms
change activities will be integrated into IP work plans. Quarterly reporting will be required
from all IPs. Planned site visits will take place that will prioritize the highest volume sites
and poor performing sites. At clinical service delivery points, clinicians will be required to
enquire about GBV during ART initiation and routine clinical care. Survivors will be
supported and referred to GBV clinical care.

4.4 Additional Country -Specific Priorities Listed in the Planning Level Letter
This information is covered in Section 4.13 above

4.5 Commodities

Funding for commodities continues to be highly volatile, with the contribution to the

overall budget by PEPFARGF,and GOK fluctuating significantly year -by-year. In FY20/21,
0%0&!2 xEIl OOPDPI OO iér 1 £ +AT UAGRTov&ingB&% () 6 .
and GOK 11%. Projections of FY21 commodity requirements against available funding shows
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a funding gap of less than 15%, however, the magnitude of the deficit, if any, is dependent
on target achievement across the various program componerst. Going forward, PEPFAR
Kenyawill engage GF andGOK to put in place a tripartite agreement on share purchases,
with the GOK committing to a larger share of commodities over time. Overall, in FY21,
GOK will fully fund certain essential HIV commodities, such as coetrimoxazole, while also
increasing its budget share forrapid test kits, CD4 reagents, medicines for opportunistic
infections, and condoms. Furthermore, there remains a need for increasedGOK
contribution toward the procurement of ARVSs.

InFY21PEPFARKenyad O A£O01T AET ¢ AT A POT ACGOAT AT O T &£ ATT 11,
align to strategies adopted by different program areas. For prevention, in alignment to the
strategy for efficient testing, procurement of rapid test kits will be significantly reduced,
while procurement of HIV self-test kits and recency kits will be increased to support case
finding. Moreover, to meet the ambitious target of getting 100,000 clients on Prgp,
procurement of required commodities (Tenofovir/Emtricitabine, rapid test kits, and serum
creatinine reagents) have been fully budgeted. For care and treatment, PEPFAR will
prioritize procurement of adult 1st line ARVs, specificallyTLD with GF and GOK funding
most of the second lineand pediatric formulations except for LPV/r pellets which areto be
procured through PEPFAR. A final Kenya supply plan, with commodities and quantities to
be procured by each funder, is expected to be finalized before August 2020. For TB/HIV,
PEPFAR willsupport the introduction of short course TB preventive treatment through
procurement of approximately 50,000 courses of 3HP (IsoniazieRifapentine).
Procurement of TB diagnostic commodities, specifically TB LAM andcultures for drug
sensitivity testing (DST) have also been factored into the budget.

COP20 funding for EID and VL monitoring has been computed based on the WHO
monitoring algorithms. Engagement between PEPFAR and GOK on alignment of country
guidance on EID and VL monitoring to WHO guidance hasbeen positive. It is anticipated
that the alignment will be affected before the beginning of COP20. TheGOK through
counterpart funding will mitigate against commodity stock out should the alignment not
be forthcoming. PEPFAR is also closely monitoring therapidly evolving strains on the
global pharmaceutical and non-pharmaceutical supply chain that have resulted from the
COVID-19 pandemic, which may impact timely availability of commodities.

Adult and pediatric optimization processes are on track and COP20procurement of
commodities will further support these initiatives. There are no planned procurements of

NVP, NVP-based, Efavirenz and Efavirendbased regimens including Tenofovir/
Lamivudine/Efavirenz (TLE). Only TLD will be procured in FY21 in line with the revised
recommendations where TLD is the preferred first line regimen for all population groups

including children weighing >35kg, adolescent girls and women of reproductive age.

Moreover, procurements of TLD will be limited to the 90-count bottles to support scaleup

of differentiated service delivery through multi -month prescriptions and MMD for stable
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FY21 procurement plans. This will includeAbacavir/Lamivudine (ABC/3TC) 120/60mg,
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Dolutegravir (DTG) 50mg, and age/weight appropriate formulations of Lopinavir/Ritonavir
(LPVIr) such as LPV/r 100/25mg tablets and LPV/r 40/10mg pellets.

In addition, PEPFAR will work with GOK and other stakeholders to support effortstoward
modernizing and entrenching a client-centered supply chain to maximize product
availability, quality, affordability as well as convenience to the client. This will also include
exploring options for efficiently and effectively reaching patients on treatment through
tailored channels appropriate to their needs and preferences such as community ART
distribution or utilization of other convenient locations for medicine pickup (e.g. private
pharmacieg to strengthen adherence and retention. This approach would also decongest
public health faciliti es allowing more focused, individualized and quality care to be
provided at facility level by health care workers to the non-stable patients who will
continue to receive care at these centers

Building on the gains achieved through the transition and integration of reporting of all
commodity data through the DHIS-2, support will be directed toward improving data
qguality and use for decisionmaking. This will include development of appropriate
dashboards and suppot for interoperability between the DHIS -2 and other related systems
such as Web ADT, EMRsand the KEMSA ERP to enhance visibility, transparencyand
accountability. Moreover, PEPFARtogether with NASCOP and county governments will
continue to strengthen the supply chain by building capacity for commodity management
and commodity security across all levels as well as ensuring accountability through
proactively monitoring and mitigating procurement and supply chain related risks. Other
initiatives to be prioritized will be the utilization of priva te sector capabilities and
infrastructure such as Third-Party Logistics (3PL) in improving efficiency in the last mile
delivery of commodities.

4.6 Collaboration, Integration, and Monitoring

PEPFAR Kenya will workwith the Ministry of Health, UN agencies, and CSOs to enhance
efficiency and costeffective case finding interventions that will be implemented within
human-centered approaches. Engagement will be through the national HTS technical
working groups to enable collaboration with stakeholders to review HTS policy guidelines
and revise to align with WHO 2019 guidelines.

PEPFAR Kenya will collaborate with stakeholders to review the HTS eligibility criteria for
all subpopulations to reduce overtesting and improve yield as wellas ensure safety and
adverse event monitoring and reporting within index testing services. PEPFAR Kenya will
also, in collaboration with Ministry of Health, work toward a public health approach in case
finding. PEPFAR Kenya will involve the Ministry of Hedth in its activities and strengthen
collaborative site visits and mentorship activities including performance reviews at county
level.

PEPFAR Kenya will continue to work with and strengthen county teams and monitor IP
performance closely through SIMS aml quarterly reviews with performance improvement
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plans done for poorly performing partners to ensure that they achieve their COP19 targets.
TWGs in each program area willinclude the county Ministry of Health in order to bring
about synergy andimprove efficiency. Facility and targeted community outreach strategies
will be used to identify individuals living with HIV among KP and other targeted groups
(children aged <15 years, youth, and men aged >25 years) through high yield HTS
modalities, such as partne notification services and index client testing populations. Strict
multisectoral safety and adverse event monitoring and reporting systems will be put in
place.

To increase linkage to treatment to 95%, PEPFAR will support client escorts, the use of
telephone and short text message reminders, and iperson follow-up by peer educators.
Further, PEPFAR will actively engage KP, PP, local communities, and other stakeholders to
address stigma and discrimination, harmful gender norms, and other barriers to acessing
HIV care and services, including PrEP for which GOK has established guidelines targeting
KP/PP. In addition, PEPFAR will routinely forecast sitespecific commodity needs and work
closely with Kenya Medical Supplies Authority (KEMSA) to ensure servie delivery points
(SDPs) receive uninterrupted supplies, e.g. rapid test kits, condoms, lubricants, and
methadone.

In scale up counties, PEPFAR will support intensified demand creation, targeted HTS,
linkage to treatment, provision of PrEP for all eligible most-at-risk individuals including
discordant couples, postexposure prophylaxis (PEP), and VMMC. Innovative approaches
will include enhanced monitoring for better tracking and retention, implementation of
PHDP, creation of PLHIV peer networks, cawenient clinic working hours, and public
health personnel sensitized to KP friendly service provision. PEPFAR Kenya will work with
Ministry of Health, UN, and CSOs to enhance and improve outcomes of C/ALHIV. Through
the pediatric and adolescent TWGs, PEPRAR will work with all stakeholders to review
pediatric ART policy guidelines and revise to align with WHO 2018 guidelines.

COP20 will support review of the HTS eligibility criteria for children and adolescentsto
reduce overtesting and improve yield for these priority populations. In collaboration with
the Ministry of Health and CSOs, COP20 will support universal testing of all children of
PLHIV newly diagnosed or existing in care. Further, PEPFAR Kenya will work with the
Ministry of Health to implement f amily-centered PAMA care for child-caregiver pairs in
care to ensure a standard package to guide implementation, standard operating procedures
(SOPs), and tools to track performance.

In COP20, PEPFAR will continue to intensify partner performance monitoring by

conducting SURGE/LEAP visits in addition to SIMS. IPs with poor performance across key

indicators will be put on a performance improvement plan, with intensified bi -weekly

monitoring. Joint quarterly review meetings will be supported, with the objective of cross

learning, showcasingx EAO8 O x1 OEET ¢ AT A xEAO8O 110 xI1 OEEI]
be taken to scale. Review meetings will also help in identifying strengths, barriers, and areas

for improvement, and come up with corrective action plans with clear roles,
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responsibilities, and timelines. Partners will have revised work plans to ensure issues
identified are addressed.

4.7 Targets by Population

Table 4.7.1 ART Targets by Prioritization for Epidemic Control

Additional Target ART
Prioritization Total Expected patients current on Newly initiated Covera
Area PLHIV current on ART required for ART (APR FY21) e (APF?
(APR FY20) 80% ART (APR FY21) TX_NEW 21)
coverage TX_CURR

Attained - - - - - -
ScaleUp 782,764 699,029 72,818 761,880 78,398 97%
Saturation
ScaIeUp 489,769 378,749 (13,066) 415,952 45,692 85%
Aggressive
Sustained 224,099 133,195 (46,084) 168,024 38,259 75%
Central Support 14,994 - (11,995) - - -
Commodities (if
not included in i i i ) i )
previous
categories)
Total 1,511,626 1,210,973 1,672 1,345,856 162,349 89%

Table 4.7.2 VMMC Coverage and Targets by Age Bracket in Scale -up Districts

Target | posiiion | coverage | VMMCCIRC | et
SNU FERUETETS Size Estimate -2019 (0w =iy (in FY21)
Military Kenya 1529 Years N/A N/A 850 N/A

Homabay 1529 Years 163,856 75.60% 8,210 82%
Kericho 1529 Years 135,109 >90% 7,257 >90%
Kisumu 1529 Years 186,453 77.90% 6,856 85%
Migori 1529 Years 164,129 85.30% 3138 89%
Nairobi 1529 Years 691,335 >90% 3,000 >90%
Nandi 1529 Years 125,482 89% 8,794 >90%
Siaya 1529 Years 140,706 80.30% 3,79 85%
Turkana 1529 Years 161,193 76.30% 13070 >80%
Total 1,768,263 <80% 54904 >80%

Table 4.7.3 Target Populations for Prevention

Interventions to Facilitate Epidemic

Control
; Population Size Estimate COMEEEE FY21
e/t Hepi s (SNUSs) and disease burden ez Target
(in FY21) 9
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